BEFORE THE
“MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA

In the Matter of the Accusation )

Against: )

)

. )
Gary James Shima, M.D. ) Case No. 10-2013-233259

: )

Physician's and Surgeon's )

Certificate No. G14742 )

: )

Respondent )
)

DECISION

The attached Stipulated Settlement and Disciplinary Order is hereby adopted as the
Decision and Order of the Medical Board of California, Department of Consumer Affairs, State of
California.

This Decision shall become effective at 5:00 p.m. on August 25, 2017.

IT IS SO ORDERED: July 28, 2017.

MEDICAL BOARD OF CALIFORNIA

Nosdslonsone K e

Michelle Bholat, M.D., Chair
Panel B '
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XAVIER BECERRA .
Attorney General of California
MATTHEW M. DAVIS
Supervising Deputy Attorney General
MARTIN W. HAGAN :
Deputy Attorney General
- State Bar No. 155553
600 West Broadway, Suite 1800
San Diego, CA 92101
P.O. Box 85266 :
San Diego, CA 92186-5266
- Telephone: (619) 738-9405
- Facsimile; (619) 645-2061

Attorneys for_ Complamant

' BEFORE THE
MEDICAL BOARD OF CALIFORNIA
"DEPARTMENT OF CONSUMER AFFAIRS
: B STATE OF CALIFORNIA :

Case No. 10-2013-233259. |

In the Matter of the Accusation Agamst

GARY JAMES SHIMA ML.D.
1529 Grand Avenue, Sulte B .
,\San Marcos, CA 92078.

| E=SAy

Physncnan’s and Surgeon’s Certificate No.
G14742 A t

Respondent..

| Deputy Attorney General.

Angeles, California. 90017.

OAH No. 2016120821

' STIPULATED SETTLEMENT AND
DISCIPLINARY ORDER :

ITIS HEREBY STIPULATED AND AGREED by and between the partles to the above-
entitled proceedings that the followmg matters are true:

S PARTIES

1. Krmberly Klrchmeyer (Complamant) is the Executlve Drrector of the Medlcal Board
of California (Board). She brought this action solely in her official capacity and is represented in |

this matter by Xavier Becerra Attorney General of the State of Cahforma by Martin W. Hagan

2. Respondent Gary James Shima, M.D. (Respondent) is represented in this proceeding

by attorney Kevin D. Cauley, Esq., whose address is: 624 South Grand Avenue, 22nd Floor, Los

. STIPULATED SETTLEMENT AND DISCIPLINARY ORDER (10-2013-233259)




VW L N A L AW N

. T S S SO
8 3 BB REBRRELE &5 &6 KRG K BB

3. On or about May 22, 1968, the Board issued Physician’s and Surgeon’s Certificate

No. G14742 to Respondent. The Physician_’s and Surgeon’s Certificate was in full force and

effect at all times relevant to the charges h'rought in _Aécus'a__tion No. 10—2’01.3-233'259, and will
expire on September 30, 2018, unless renewed.

I URISDICTION

4. On June 23, 2016, Accusation No. 10- 2013 233259 was frled before the Board; and is
currently pendmg against Respondent. 'The Accusation and all other statutorrly requrred

documents were properly served on'Respondent on June 23, 2016. Respondent timely filed his

|l Notice of Defense contesting the Accusation. A true and correct copy of Accusation No. 10-

'2013-233259 is attached as exhibit A and incorporated herein by reference as if fully‘ set forth

herein.

ADVISEMENT AND WAIVERS

5. Respondent has carefully read, fully drscussed wrth counsel, and understands the

charges and allegatrons in Accusatlon No 10-2013-233259. Respondent has also carefully read, |

~fully d1scussed wrth counsel and understands the effects of thrs Strpulated Settlement and-

Dlscrphnary Order. N
6. Respondent is fully aware of his legal rights in thrs matter mcludrng the right to a

hearing on the charges and allegatrons in the Accusatron the right to confront:and cross- examrne'

‘the w1tnesses agarnst him; the right to present evidence and to testify on his own behalf the rrght .

to the issuance of subpoenas to compel the attendance of witnesses and the productron of
documents; the right to reconsideration and court review of an adverse decision' and all other
rights accorded by the California Admrnrstratrve Procedure Act and other applicable laws.

7.  Having the benefit of counsel Respondent voluntarrly, knowrngly, and mtellrgently '

-waives and giVes up each and every right set forth above.

CULPABILITY

- 8. Respondent agrees that, at an administrative hearing, cornplainant could estahlish a
prima facie case with'respect to.the charges and allegations in Accusation No. 10—2013-23325 9,

and that he has thereby subjected his Physician’s and Surgeon’s Certificate No. G14742 to

5
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d1sc1p11nary action. Respondent further agrees to be bound by the Board’s 1mpos1t10n of

: d1scrp11ne as set forth in the Drsc1p11nary Order below.

9. Respondent further agrees that if he ever petitions for early termlnatlon or
modification of probation, of if an accusation and/or pet1tron for revocation of probation is filed |
against him before the Medical Board of California, all of the charges and allegations contained
in Accusation No. 09 2013- 235028 shall be deemed true, correct and fully admitted by |

respondent for purposes of that proceedmg or, any other 11cens1ng proceedmg mvolvmg

\ respondent in the State of California or elsewhere.

10. Respondent agrees that his Physrc1an $ and Surgeon’s Certificate No. .G1474‘2 is

, subjeet to discipline and he agrees to be bound by the Board’s probationary terms as set forth in

the Disciplinary Order below. p
IR RESERVATION

11.  The prima facie adrmss1ons made by Respondent herern are only for the purposes of

this proceedmg, or any other proceedings i in which the Board or other profess1ona1 licensing

agency in the State of Cahforma is mvolved and shall not be admrssrble in any other criminal or

crv11 proceedmg

CONTIN GENCY

*12.  This st1pu1at10n shall be subJeet to approval by the Medical Board of Cahforma |
Respondent understands and agrees that counsel for Complainant and the staff of the Medical
Board of California may communrcate drrectly with the Board regarding this stipulation and
settlement, wrthout notice to or partrcipation by Respondent or his counsel. ‘By signing the
stipulation, Respondent understands and agrees that he may not withdraw his agreement or seek
to rescind the stipulation prior to the time the Board considers and acts upon 1t If the Board fails
to adopt this stipulation as its Decision and Order, the Stipulated Settlement and Disciplinary
Order shall be of no force of effect, except for this paragraph, it shall be inadmissib_le in any iegal‘ .
action between the parties, and the Board shall not be disqualified from further action by having .
considered this matter.

1111
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13.  The parties agree that this Stipulated Settlement and' Disciplinary Order shall be

null and void and not binding upon the partres unless approved and adopted by the Board, except

for this paragraph which shall remain in full force and effect. Respondent fully understands and
agrees that in deciding whether or not to approve and adopt this Stipulated Settlement and
Disciplinary Order, the Board may receive oral and written communications from its staff. and/o'r'
the Attorney General’s Office. Commumcatrons pursuant to thrs paragraph shall not disqualify
the Board, any member theroof and/or any other person from future participation in this or any

other matter affectrng or mvolvmg respondent. In the event that the Board does not, in 1ts

Adiscretron approve and adopt this Stipulated Settlement and Disciplinary Order, with the

exception of this paragraph, it shall not become effective, shall be of no evrdentrary value
whatsoever and shall not be relied upon or 1ntroduced m any discrplrnary actron by either party
hereto Respondent further agrees that should thrs Stipulated Settlement and Drscrphnary Order
be reJected for any reason by the Board, respondent will assert no-claim that the Board, or any o
member thereof, was prejudiced by 1ts/his/her review, drscussmn and/or consrderatron of this -
Stipulated Settlement and Disciplinary Order or of any matter or matters related hereto. -

ADDITIONAL PROVISIONS

- 14, This Strpulated Settlement and Disc1p11nary Order is intended by the partres herein to
be an integrated writing representlng the complete, final and exclus1ve embodrment of the
agreements of the partles in the above-entitled matter ' .

15. The partres agree that copies of tlns Strpulated Settlement and,Disciplinary Order,
1ncludmg copres of the srgnatures of the parties, may be used in lreu of orrginal documents and
Signatures. and further that such copies shall have the same force and effect as orrgrnals

16. In consrderatron of the foregoing admissions and stipulations, the parties agree the |
Board may, without further notice to or opportunity to be heard by respondent, issue and enter the
following Disciplinary Order: |
/111
/1T

/111

4

STIPULATED SETTLEMENT AND DISCIPLINARY ORDER (10-2013-233259)




10
11
12
13

14

15
16

17 |1
18

19
20
21

2
23
. 24
25 |

26
27
28

DISCIPLINARY ORDER

IT IS HEREBY ORDERED that Physician’s and Surgeon s Certificate No. G14742 issued

to Respondent Gary James Shima, M.D. is revoked. However, the revocation is stayed and -

| Respondent is placed on probation for five (5) years on the following terms and conditions.

1. CONTROLLED SUBSTANCES - PARTIAL RESTRICTION. Respondent shall

. not order, prescribe, dispense, administer furnish Of possess any controlled substances as defined

by the California Uniform Controlled Substances Act, except for the following: Schedule III drug

(Testosterone only and no other Schedule III drugs) and all Schedule V drugs of the Act. As a

condition precedent to Respondent ordermg, prescrrblng, drspensrng, administering, furnishing, or

' possessrng Schedule IIT (Testosterone only) or any Schedule V drugs of the Act Respondent must "

submrt a certrﬁcatron of successful completron to the Board or its de31gnee of the Prescrrbrng
Practlces Course term and condrtron number 3, set forth below
Respondent shall not issue an oral or written recommendatlon or approval to a patient or a

patlent’s prlmary caregrver for the possessron or cultlvatlon of marijuana for the personal medlcal

) purposes of the patrent w1th1n the meaning of Health and Safety Code sect1on 11362.5. If

Respondent forms the medlcal opinion, after an approprrate prior examination and medical
1nd1cat10n thata patrent’s medical condr’uon may benefit from the use of marrjuana Respondent

shall so inform the patrent and shall refer the pat1ent to another phys1cran who, followrng an

appropnate prior examination and rnedlcal 1ndlcat10n may 1ndependently issue a medlcally

appropriate recommendatlon OrF approval for the possess1on or cultivation of marrjuana for the
personal medical putposes of the patient within the meaning of Health and Safety Code section

11362.5. In addition, Responderitshall inform the patient or the patient’s primary caregiver that

- Respondent is prohibited from issuing a recomrnendation or approval for the possession or

cultivation of marijuana for the personal medical purposes of the patient and that the patient or |
the patient’s primary caregiver may not rely on Respondent’s staternents to legally possess or
cultivate marijuana for the personal medical purposes of the patient. Respondent shall fully
document in the patient’s chart that the patient or the patient’s primary caregiver W'as SO

informed. Nothing in this condition prohibits Respondent from providing the patient or the

5
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{| patient’s primary caregiver inform_ation about the possible medical benefits resulting from the use

- of marijuana.

Respondent shall fmmediately surrender Respondent’s current DEA pertnit to the Drug

Enforcement Administration for 'cancellation and reapply for a new DEA permit limited to those

, Schedules authorized by thrs ordet. Within 15 calendar days after the effective date of this

Decrslon Respondent shall submit proof that Respondent has surrendered Respondent’s DEA

permit to the Drug Enforcement Adminjstration for cancellation and re- issuance. W1th1n 15

_calendar days after the effective date of i issuance of a new DEA perrnlt Respondent shall submlt a

“true copy of the permrt to the Board or its des1gnee

2. CONTROLLED SUBSTAN CES MAINTAIN RECORDS AND ACCESS TO
RECORDS AND INVENTORIES. Respondent shall malntarn a record of all controlled

substances ordered, prescribed, dispensed, administered, or possessed by Respondent, and any
recommendatron or approval wh1ch enables a pat1ent or patient’s pr1mary caregrver to possess or

cult1vate manjuana for the personal medical purposes of the patrent within the meanmg of Health

- and Safety Code section 11362: 5, durmg probatron showrng all of the followrng 1) the name and '
address of the patrent 2) the date; 3) the character and quantlty of controlled substances 1nvolved

| and 4) the 1nd1cat1ons and d1agnos1s for which the controlled substances were furnrshed

Respondent shall keep these records in a separate file or ledger in chronological order All
records and any inventories of controlled-substances shall be available for immediate 1nspect1on

and copying on the premises by the Board or its designee at all times during business hours and

'shall be retained for the entire term of probat1on

3. PRESCRIBING PRACTICES COURSE. Within 60 calendar days of the effectlve

date of this Decision, Respondent shall enroll i ina course in prescrrblng pr act1ces approved in .

advance by the Board or its desrgnee Resporident shall provide the approved course prov1der
with any information and documents that the approve_d course provider may deem pertinent.
Respondent shall participate in and successfully complete the classroom component of the course
not later than six (6) months after Respondent’s initial enrollment. Respondent shall successfully.

complete any other component of the course within one (1) year of enrollment. The prescribing

6
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- practices course shall be at Respondent’s expense and shall be in addition to the Continuing

Medical Education (CME) requirements for renewal of licensure. A prescribing practices course
taken after the acts that gave rise to the charges i in the Accusat1on but prior to. the effectlve date

of the De01s10n may, in the sole d1scret10n of the Board or its designee, be accepted towards the

fulfillment of this condition if the course would have been approved by the Board or its designee “

had the course been taken after the effectrve date of this Dec1s1on Respondent shall submit a-

'_certlfrcatron of successful completion to the Board or its desrgnee not later than 15 calendar days

after successfully completing the course, or not later than 15 calendar days after the effectlve date

of the Decrs1on Whlchever is later.

4. CLINICAL COMPETENCE ASSESSMENT PROGRAM Within 60 calendar

.days of the effect1ve date of thrs Demsron Respondent shall enroll in a clinical competence

assessment program approved in 1 advance by the Board or its de51gnee Respondent shall
successfully complete the program not later than six (6) months after Respondent s initial
enrollment unless the Board or-its de51gnee agrees in wrrtmg to an extension of that t1rne

| The pro gram shall consrst of a comprehenswe assessment of Respondent S physrcal and

mental health and the six general domams of chnlcal competence as deﬁned by the Accredltauon

" Council on Graduate Medical Education and Ame_rlcan_ Board-of Medical Spec1a1t1esperta1n1ng to|-

Respondent’s current or intended area of practice. The program shall take into account data
obtarned from the pre- assessment self—report forms and mterv1ew and the Decrs1on(s)
Accusatlon(s) and any other 1nformat1on that the Board or its designee deems relevant. The
program shall requlre Respondent s on-site partlcrpauon for a minimum of three (3) and 1o more

than five (5) days as determined by the pro gram for the assessment and clinical education

evaluation. Respondent shall pay all expenses associated with the clinical competence

assessment-pro grarn. _

At the end of the evaluation, the pro gram will submit a report to the Board or its desrgnee
which unequrvocally states whether the Respondent has demonstrated the ability to practrce
safely and independently. Based on Respondent’s performance on the clinical competence

assessment, the program will advise the Board or its designee of its recommendation(s) for the

7
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scope and length of any additional educational or clinical training, evaluation or treatment forany

medical .condition or psychological condition, or anything €lse affecting Respondent’s practice of

“medicine. Respondent shall comply with the pro_gram’s recommendations.”

Determination as to whether Respondent successfully completed the clinical competence '
assessment program is solely within the program’s jurisdiction.
If Respondent fails to enroll, partrcrpate in, or. successfully complete the cl1mca1

competence assessment program within the des1gnated time perlod Respondent shall receive a

notification from the Board or its designee to cease the practrce of medicine within three (3)

calendar days after berng SO notifred The Respondent shall not resume the practice of medicme

until enrollment or partlcipation in the outstandmg portions of the cllnrcal competence assessment

| program have been completed. If the Respondent did not successfully complete the clinical

competence assessment program, the Respondent shall not resume the practice of medicine until a

final decision has been rendered on n the accusation and/or a petition to revoke probatron The

cessation of pract1ce shall not apply to the reduction of the probationary time period 1

5. MONITORING - PRACTICE Within 30 calendar days of the effectlve date of th1s ,'

Decrs1on Respondent shall submrt to the Board or its de81gnee for pIIOI‘ approval as a pract1ce _

monitor(s), the name and quahflcatrons of oné or more lrcensed phys1c1ans and surgeons whose

licenses are valid and in good standmg, and who are preferably American Bo_ard of Medical

Specialties (ABMS) certified. A monitor shall have no prior or.current business or personal

relationship with Respondent, or other relationship that could reasonably be expected to

.compromise the ability of the monitor to render fair and unbiased reports to the Board, including

but not limited _to. any form of bartering, shall be in Respondent’s field of practice,. and rnuSt agree
to serve as Resp.ondent’s monitor Respondent shall pay all monitoring.costs : |
~The Board ot 1ts des1gnee shall prov1de the approved momtor with copies of the Decision(s)
and Accusatlon(s) and a proposed monrtorrng plan. Wlthrn 15 calendar days of receipt of the .
Decision(s), Accusation(s), and proposed monrtorrng plan, the monitor shall submit a signed
statement that the monitor has read the Decision(s) and Accusation(s), fully understands the role

of a monitor, and agrees or disagrees with the proposed monitoring plan. If the monitor disagrees

8
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‘with the proposed monitoring plan, the monitor shall submit a revised _monitoring plan with the -

srgned statement for approval by the Board or its designee.
W1th1n 60 calendar days of the effective date of this Dec1s1on and continuing throughout
probation, Respondent’s pract1ce shall be monitored by the approved monitor. Respondent shall-

make all records available for immediate inspection and copy'ing‘ on the premises by the monitor

at all times during business hours and shall retain the records for the entire term of probation.

It Respondent fails to obtam approval of a monitor within 60 calendar days of the effectrve
date of thls Decision, Respondent shall receive a notification from the Board or its.designee to
cease the practice of medicine within three (3) calendar days after being so notlfled Respondent
shall cease the practlce of medicine until a monitor is approved to provrde momtormg
responsibility. | |

The monitor(s) shall submit a quarterly written report to the Board or its designee Which

' mcludes an evaluatlon of Respondent’s performance 1nd1cat1ng whether Respondent s practlces

are within the standards of practlce of medicine, and whether Respondent is practrcmg medrcme

safely, b1ll1ng appropr1ately or both. It shall be the sole respons1b111ty of Respondent to ensure

that the momtor submits the quarterly written reports to the Board or its designee within 10

' calendar days after the end of the preceding quarter.

If the monitor res1gns or is no longer available, Respondent shall, w1th1n 5 calendar days of
such res1gnat10n or unavailab111ty, submit to the Board or its designee, for prror approval the
name and quahfrcatlons of a replacement monitor who will be assuming that responsibility Wrtliin
15 calendar days. If Respondent fails to obtain approval of a repl‘acernent rnonitor within 60
calendar days of the resignation or unavailability of the monitor, Respondent shall rec_eive a

notification from the Board or its designee to cease the practice of medicine within three (3) -

‘calendar days after heing'so notified. Respondent shall cease the practice of medicine until a

replacement monitor is approved and assumes monitoring responsibility.
In lieu of a monitor, Respondent may participate in a professional enhancement program -
approved.in advance by the Board or its designee that includes, at minimum, quarterly chart

review, semi-annual practice assessment, and semi-annual review of professional growth and

9
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education. Respondent shall participate in the professional enhancement program at Respondent’s
expense during the term of probation. - | | | . . | _

6. PROHIBITED PRACTI'CE During probation Responden't is prohibited from .-
provrdmg any prescrlptrons to any patient for the purpose-of treatlng therr chromc pain. After the
effectrve date of thrs Decision, all patients being treated by the Respondent shall be notified that |

the Respondent is prohibited from providing any prescriptions to any patrent for the purpose of

treating their chronic pain. Any new patients must be provided this notification at the time of

their initial appointment.
Réspondent shall maintain a log of all patients to whom the required oral notification was .

made. The log shall contain the: 1) patient’s name, address and phone number; patient’s medical

- record number, if available; 3) the full name of the person making the notification; 4) the date the
‘notification was made; and 5)-a description of the notification given. Respondent shall keep this

| log ma separate file or ledger, in chronologrcal order, shalI make the lo g available for 1mmed1ate

inspection and copying on the premises at all trmes durmg busmess hours’ by the Board or its

designee, and shall retain the log for the entire term-of probation.

7. NOTIFICATION Within seven (7) days of the. effectlve date of thrs Decision, the

Respondent shall provide a true copy of this De01sron and Accusatron to the Chref of Staff or the

Chief Executlve Officer at every hosprtal where pr1v11eges or membershrp are extended to

' Respondent, at any other facility where Respondent engages in the practrce of medicine,

including all physician and locum teniens registries or other similar agencies, and to the Chief |
Execittive Officer at every insurance carrier which extends malpractice insurance coverage to E
Respondent. Respondent shall submit proof of compliance to the Board or its designee within 15
calendar days. This condition shall apply to any change(s) in hospitals, other facilities or
insurance carrier. |

8. SUPERVISION OF PHYSICIAN ASSISTANTS AND ADVANCED

PRACTICE NURSES. During probatron Respondent is prohrbrted from supervrsrng physrcran
assmtants and advanced practrce nurses.
1111 » : : - -
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9. OBEY ALL LAWS Respondent shall obey.all federal, state and Iocal laws, all rules |- ;

governing the practrce of medrcme in California and remarn in full complrance wrth any court

ordered errmrnal probation, payments and other orders.

10. QUARTERLY DECLARATION Respondent shall submit quarterly declarations

under penalty of petjury on forms provided by the Board, statmg whether there has béen

‘comphance with all the conditions of probatlon o

Respondent shall submrt quarterly declarations not later than 10 calendar days after the end

of the preceding quarter.

- 11. GENERAL PROBATION REQUIREMENTS.

Compllance w1th Probatmn Unit; Respondent shall comply Wrth the Board’s probatlon

' unrt

. Address Changes: Respondent shall, at all times, keep th‘e‘BOard informed of

Respondent’s business end’ re'sidence addresses, email address '(if_ave.ilable), and"telephone

number. Changes of such addresses'shal'l be immediately communicated in writing to the Board

or its designee. Under no circumstances shall a post office box serve as-an address of record,

_except as allowed by Business and Professions Code section 2021(b).

Place of Practice: Respondent shall not engage in the practree of medrcme in Respondent s

or patrent’s place of residence, unless the patient resrdes in a skilled nursrng facrlrty or other

similar 11censed facrlrty

License Renewal: Respondent shall maintain a current and renewed California physrcran S

'and surgeon s license.

Travel or Residence Outside Cahforma Respondent shall 1rnmed1ately mform the Board

or its desrgnee, in writing, of travel to any areas outside the Jurrsd10t1on of California which las_ts,

oris conternplated to last, more than thirty (3'0) calendar days. In the event Respondent should

leave the State of California to reside or to practice ,Respondent shall notify the Board or its
_designee in writing 30 calendar days prior to the dates of departure and return:
/111 o
11117
11
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12. INTERVIEW WITH THE BOARD OR ITS DESIGNEE. Respondent shall be

available in person upon request for interviews either at Respondent’s place of business or at the -
prob ation unit office, wrth or without prior notrce throughout the term of prob ation.

- NON -PRACTICE WHILE ON PROBATION. Respondent shall notify the Board

~orits desrgnee in writing within 15 calendar days of any perrods of non—practrce lastmg more than _

30 calendar days.and wrthm 15 calendar days of Respondent’s return to. practice. Non-practlce is
defined as any period of trme Respondent is not practrcmg medrcme as defined in Business apd
Professions Code sections 205 1 and 2052 for at least 40 hours in a calendar month in drrect
patient care, chnlcal actrvrty or teachlng, or other activity as approved by the Board. If
Respondent re31des in Cahfornla and is- consrdered to be in non—practrce 'Respondent shall |
comply W1th all terms and cond1t1ons of probatlon All time spent in an 1ntensrve tramrng
program wmch has been approved by the Board or its desrgnee shall not be considered non-
practrce and does not relieve Respondent from complymg with all the terms and condrtlons of

probatlon Practrcmg medlcme in another state of the Umted States or Federal jurisdiction. whlle

on probatron with the medrcal lrcensmg authority of that state or Junsdlctlon shall not be

'cons1dered non-practrce A Board-ordered suspensmn of practrce shall not be considered as a

period of non-practrce

‘In the event Respondent"s period of non-practice while on probation exceeds 18 calendar

months, Respondent shall successfully complete the Federation of State Medical Boards’s Special

Purpose Examination, or, at the Board’s discretion, a clinical competence assesSment program

that mieets the criteria of Condrtlon 18 of the current version of the Board’s “Manual of Model
jIDrscrphnary Orders and Disciplinary Guidelines” prror to resuming the. practice of medrcrne

‘Respondent’s period of non-practice while on. probatron shall not exceed two (2) years Periods

of non—practrce will not apply to the reduction of the probationary term.

| Perrods of non—practrce for a Respondent residing outside of California will relieve
Respondent of the responsibility to cornply with the probationary terms and conditions with the
exception of this condition and the following terms and conditions of probation: Obey All Laws;

General Probation Requirements; Quarterly Declarations; Abstain from the Use of Alcohol and/or

12
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Controlled Substances; and Biological Flurd Testmg

14. COMPLETION OF PROBATION. Respondent shall comply w1th all fmanctal

obligations (e.g., rest1tutron, probation costs) not later than 120 calendar days prror to the

- completion of probation. Upon successful cornpletiOn of probation, Respondent’s certificate shall

be fully restored
15, VIOLATION OF PROBATION, Fa11ure to fully comply with any term or

condition of probatlon is a violation of probation. If Respon_dent violates probation in any

respect, the Board, after giving Respondent notice and the opportunity to be heard, may revoke |

probation and carry out the disciplinary order that was stayed. If an- Accusation, or Petition to .

- Revoke Probation, or an Interim Suspension Order is filed against Respondent during probation,

“the Board shall have COntinuing jurisdiction until the.rnatte'r is final, and the period of probation

shall be extended until the matter 1s final.

16. LICENSE SURRENDER Followmg the effective date of thrs Decrslon rf

Respondent ceases practlcrng due to retrrement or health reasons or is otherwrse unable to satrsfy

the terms and cond1t1ons of probatlon Respondent may request to surrender lns or her license.

The Board reserves the right to evaluate Respondent’s request and to exercise 1ts discretion in
determmmg whether or not to grant the request or to take any other action deemed approprrate
and reasonable under the cncumstances Upon formal acceptance of the surrender Respondent
shall within 15 calendar days deliver Respondent’s wallet and wall cert1f1cate to the Board or 1ts |
designee and Respondent shall no longer practice medicine. Respondent will no longer be subject

to the terms and ccinditions of probation If Respondent re-applies for a medical license, the

. application shall be treated as a petition for rernstatement ofa revoked certificate.

17. PROBATION MONIT ORING COSTS. Respondent shall pay the costs assocrated

wrth probation mon1tor1ng each and every year of probat1on as’ desrgnated by the Board wh1ch _
may be adjusted on an annual basis. Such costs shall be payable to the Medical Board of
California and delivered to the Board or its designee no later than January 31 of each calendar

year.

1111
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ACCEPTANCE

I have carefully read the above Stipulated Settlement and Disciplinary Order and have fully

discussed it with my attorney, Kevin D. Cauley, Esq. I understand the stipulation and the effect it

-will have on my Physicidn’s and Surgeon’s Certificate. I enter into this Stipulated Settlement and

Disciplinary Order voluntarily, knowingly, and intelligently, and agree to be bound by the

Decision and Order of the Medical Board of California.

DATED: a/f//j/ ///7 M @/mw WM r)

. GAR¥JAMEY SHIMA, M.D!
Respondent

NN N g S

I have read and fully discussed with Respondent Gary James Shima, M.D., the terms and
conditions and other matters contained in the above Stipulated Settlement and Disciplinary Order.
I approve its form and content.

DATED: S_ |9~ [ 7+ Levw
. KEVIN D. CAULEY, ES@*
Attorney for Respondent

ENDORSEMENT

The foregomg Stlpulated Settlement and Disciplinary Order is hereby respectfully

submltted for consideration by the Medical Board of California.

Dated: 5/ K / 20 , 7 , Respectfully submitted,

XAVIER BECERRA
Attorney General of California
MATTHEW M. DAVIS

SuWqug Deputy ttorney General

MARTIN W. HAG
Deputy Attorney General
Attorneys for Complainant

SD2016701162
81693705.docx
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KAMALAD.HARRIS R FILED
Attorney General of California : e ; :
MATTHEW M. DAVIS - - STATE CAUFORNIA

Supervising Deputy Attorney General
MARTIN W. HAGAN
Deputy Attorney General
State Bar No. 155553 _
600 West Broadway, Suite 1800
San Diego, CA 92101,
P.O. Box 85266
San Diego, CA 92186- 5266
Telephone: (619) 645-20%4
Facsimile: (619) 645-2061

Attorneys for Complainant

| BEFORETHE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
~ STATE OF CALIFORNIA |

‘San Marcos, CA 92078

In the Mé’ctér of the Accusation Against: Case Nb. 10—2013-233259
GARY JAMES SHIMA, M.D. - " |ACCUSATION
1529 Grand Avenue, Suite B ' o

Physician’s-and Surgeon’s Certificate
No. G14742, :

o 'R_.e'spc-mdent.

Compléinant éll'éges:
” | PARTIES
1.  Kimberly Kirchmeyer (Complainant) bririgs this chﬁsation solgly in her dfﬁciai
capacity as the Executive Director of the Medical Béard of Califor_rﬁa, Department of Consumer
Affairs (Board). |
2. On or about'M.ay 22, 1968, ’;he Medical Board issued Physiciaﬁ’s and.Surgedn’s
Certificate Number G14742 to Gary J.a.mes Shima, M.D. (respondent). The Physician’s and

Surgeon’s Certificate was in full force and effect at all times relevant t<_j the charges and

allegations brouight herein and will expire on September 30,2016, unless renewed.
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JURISDICTION:

3. This Accusation is brought before the Board, under the authority of the following' '
laws. All sectlon references are to the Business and Professmns Code unless otherw1se 1nd1cated

4. Sectlon 2227 of the Code provides that a licensee who is found gu1lty under the

- Medical Practice Act may have h1s or her license revoked suspended for.a period not o exceed

one yeat, be placed on probation and required to pay the .costs of- probatlon monitoring, be

publicly reprimanded and ordered to complete relevant educational courses, or have such other

action-raken in relation to discipline as the Board-or an adminislra_tive law jndge,deems_ proper.
| 5. Section 2234 of the Code states: |
“The board shall take action agamst any hcensee who is charged with
_unprofessronal conduct. In addition to other pr0v131ons of this artrcle
unprofessional conduct mcludes but is not hmlted to the followmg
“(a) Vlolatmg or attempting to v1olate d1rectly~or indirectly, assisting in or
abettlng the violation of, or consplrlng to v101ate any prov151on of this chapter
“(b) Gross negligence. / |
- “(c) Repeated negligent acts. To be repeated, there mns’r be two or more
~negligent acts or omissions. An ini‘tial"negligent act or omission followed by a
separate and distinct departure from the applicahle standard of care shall constitnle
repeated negligent acts. | |
“(1) An initial neghgent diagnosis followed by an act or ormss1on o
- medically appropuate for that neghgent diagnosis of the pauent shall constitute a ‘
single negligent act.
~ “(2) When the standard of care reqdires a change in the diagnosis, act, or
. omission that constimtes the negligent act described in paragraph (1), including; but
not limited to, a reevaluation of the diagnosis or a change in treatment, and the |
licensee's conduct departs from lhe applicable standard of care, each departure
constitutes a separate and distinct breach of the standard of care.

- “(d) Incompetence.

ACCUSATION NO. 10-2013-233259
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6.  Section 2242 of the Code states: .

“(a) Prescribing, dispensing, or furnishing dangerous d’ru_ge as defined in
Section 4022 without an‘eppropriate prior-examination and a medical indication,
constltutes unprofesswnal conduct

“(b) No hcensee shall be found to have oommltted unprofesswnal conduct
within the meaning of thls sectlon if, at the tlmethe drugs were prescribed,
dispens_ed, or furnished, any of the following applieé: :

:“(1) The licensee was a designated physician and surgeon or podiatrist’

_ serving in the absence of the patient's physician and surgeon or podiatrist, as the

case may be, and. if the drnge,were prescribed, dispensed, or furnished only as
necessary to maintain 'the ‘patient until the return of his or her practitioner, butin |
.any case no longer than 72 hours. ‘

“(2) The hcensee transrnltted the order for the drugs to a registered riurse or

to a licensed vocational nurse in an inpatient facility, and 1t both of the followlng

“conditions exist:

B V) The practitioner had consulted with the registered nurse or licensed '
vocational nurse"who had reviewed the 'patient's records. |
“(B) The praotltloner was de31gnated as the practltloner to serve in the .
absence of the patient's physician and surgeon or pod1atrlst as the case may be.
“(3) The licensee was a designated pract1t1oner servmg in the absence of the
patient's phys1clan and surgeon or podxatrlst as the case may be, and was in
possession of or had utilized the patient's records and ordered the renewal ofa

medlcally 1nd1cated prescription for an amount not exceeding the 0r1g1na1

. prescnptlon in strength or amount or for more than one refill.

1

“(4) The licensee was actlng in accordance with Section 120582 of the Health
and Safety Code.”

ACCUSATION'NG. 10-2013-233259 |
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7.  -Section 2241 of the Code states: -

“(a) A physician and sur_geon mey i)rescribe, dispense, or administer.
prescription drugs, including pre‘sc'r"iption controlled substances, te an addict under
Ahisv or her treatment for a purpose other than maintenance on, or detoxification
from, prescription drugs or controlled substances. |

" “b) A physwlan and surgeon may prescmbe dxspense or admlmster

'prescmp‘uon drugs or prescription controlled substances 1o an addlct for purposes

of maintenance on, or detoxiﬁcation from, prescription drugs or controlled

substances only as set forth in subdivision (c) or in Sections 1 1215, 11217,

11217.5, 11218, 11219, and 11220 of the Health and Safety Code. Nothing in this ‘

subdivision shall authorize a physician and surgeon to prescribe, dispense, or -

administer dangeroué drugs or controlléd substances to a person he or she knows

or reasonably believes is using or will use the drugs or substances for a nonmedical

purpose. '

“(c) Notwithstanding subdivision (a), prescription dmgs or controlled

' vsubst_anoes may also be administered or applied by a physician and surgeon, or by

a registered nurse acting under his or her instruction and supervision, under the

following circumstances:

“(1) Emergency treatment of a patient whose addiction is complicated by the .

presénce of incurable disease, acute accident, illness, or injury, or the infirmities

attendant upon age.

“(2) Treatment of addicts in state-licensed institutions where the patient is
kept under restraint and control, or in city or county jails or state prlsons.

“(3) Treatment of addicts as provided for by Section 11217.5 of the Health
and Safety Code. . |

“(d)(1) For purposes of this section and Section 2241 5, “addict” means a
person whose actions are oharaoterlzed by craving in combmat10n with one or

more of the following: -

ACCUSATION NO. 10-2013-233259 1
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| 10. Sectlon 725 of the Code states:

4A) Irnpaired control over dnug use.
: “(B)'Compulsive use. |
“C) Contmued use desplte harm.
“(2) Notw1thstand1ng paragraph (1), -a person whose drug-seeking

behavior is primarily due to the inadequate control of pain is not an addict w1th1n

the meaning of this section or Section 2241.5.”.

8.  Section 2238 of theCode_ states:
“A violation of any federal statute or federal regulation or any of the statutes

or regulations of this state regulating dangerous' drugé or controlled _substances.

constitutes unprofessional conduct.”

9.  Section -2266 of the Code states:

“The failure of a physieian and surgeon to. maintain adequate and accurate

- records relating to the provision of services to their patients constitutes

unprofessional conduct. 4

’

“(a) Repeated acts of clearly excessive prescrlbmg, furnishing, dlspensmg, or

" administering of drugs or treatment, repeated acts of clearly excessive use of
diagnostic procedures, or repeafed acts of clearly excessive use of diagnostic or
" treatment facilities as determined by the standard of the community of licensees is -

* unprofessional condue’f for a physician and surgeon, dentist, podiatrist,

psjcllelegist, physical therapist, chiropractor, optometrist, speeeh~1anguage
pathologist, or a.udiologist.: ' - |

“(b) Any person who engages in repeated acts of eiearly. excessive
prescribing or administering of drugs or’treatmenf is guﬂty of a misdemeanor and .
shall be punished .b'y a‘ﬁne of not less than one hindred dollars ($100) nor more
than six hundred dollars ($600) or by 1mpr1sonment for a texrm of not less than 60

days nor more than 180 days or by both that hne and imprisonment.
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“(c) A pr_aotitioner who has a medical basis for prescribing, furnishing,
dispensing, or adrninistering dangerous drugs or prescription controlle_d substances
shall not be subject to disoiplillary action or prosecution under this seetion.

| ‘-‘(d).No phyaician and surgeon shall be subject to diaciplinary action pursuant
fo this section for 'treating intractable pain in,cornpliance with Section 2241.5.”
11.. Section 2285 of the Code states:_‘ | . |
“The use of any ﬁctitious? false, or assumed name, or any name other than his
or her own by a licensee either alone in conjunction with a partnership or group,
or as the name of a professronal corporatron in any pubhc commumcatlon
advertlsement sign, or announcement of h1s or her practice without a fictitious-
name permit obtained pursuant to Section 2415 constitutes unprofessional conduct.‘
This section shall not apply to the following: - | |

“(a) Licensees who are emptoyed By a partnership, a group, ora pro.fessional

* corporation that holds a fictitious name permit.

“(b) Licensees who contract with, are employed by, or are on the staff of, any
- clinic licensed by the State Department of Health Services under Chapter 1
(commencing with Sect1on 1200) of Division 2 of the Health and Safety Code.

“(c) An outpatlent surgery settrng granted a certlhcate of accreditation from

* an accreditation agency approved by the medical board.

“(d) Any medical school approved by the division ora, taculty prac‘uce plan
“connected with the medical school.” .
12. Section 2286 of the Code states: ‘

“Jt shall constitute unprofessional conduct for any licensee to violate, to

. attempt to violate, directly orAindirectly, to assist in or abet the violation of, or to

conspire to violate any provision or term of Article 18 (commencing with Section .

2400), of the Moscone-Knox Professional Corporation Act (Part 4 (commencing

. with Section 13400) of Division 3 of Title 1 of the Corporations Code), ot of any

rules and regulations duly adoptec_l under those laws.”

6
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13. Sectron 2400 of the Code st'ertes:
“Corporations ond other artificial .legal entities shall have no professional
A ri'gh’rs-,-privileges, or powers. However, the Division' of Licensing may in its
discretion, after such investigatioh and review-of such docurnentary evidence as it
may require, and under regulctions adopted by it, grarrt approval of the
-employment of licensees on a salary basis by 1icer1‘sed charitable institutions,
foundations, or clinics, if no charge for professional services rendered patients'is '
‘made by any such institution foundation, or clinic.” | .
14, Sectlon 2406 of the Code states:
“A medlcal corporation or podiatry corporatron isa corporatlon that is
authorized to render professronal services, as deﬁned in Section 13401 of the
' Corporatlons Code, so long as that corporatlon and its shareholders ofﬁcers
directors, and employees rendermg professional serv_lces who are physlc1ans and
sSurgeons, _psychologrsts, registered rrlrrses, optometriSts,.-podiatriSts, chiropractors,
‘acupuncturists natur‘oiaathic doctors, phySical therapists, occupationel therepists :
or, in the case of a medlcal corporatlon only, physrclan assmtants mamage and
'famlly therapists, chmcal counselors, or chmcal social workers are in comphance
‘wrth the Mosco_ne-Knox Professional Corporatron Act', the prov151ons of this
article, and all other statutes and regulatiorrs now or herec.fter enacted or adoi)ted
pertain_ingvtxo the corporation and the conduct of its affairs. |

“With respect to a medical corporation or podiatry corporation, the

' governmental agency referred to in the Moscone-Knox Professional Corporation

.Act is the board.”
15.  Section 2415 of the Code states
“(a) Any physwlan and surgeon or any doctor of podiatric medicine, as the
case may he, who as a sole proprietor, or rn a portnership, group, or professi_onal
corporation, desires to practice under any name that would otherwise be a violation

of Section 2285 may practice under that name if the proprietor, partnership, group,

7
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or corporation obtains and maintains in current status a fictitious-name permit

issued by the Division of Licensing, or, in the case of doctors of podiatric -

" medicine, the California Board of Podiatric Medicine, under the provisions of this

section.
** “(b) The division or the board shall issue a fictitious-name permit authorizing

the holder thereof to use the name specified in the permit in connection with his,

- her, or 1ts practice if the division or the board ﬁnds to its satisfaction that:

“(1) The apphcant or apphoants or sha1eholdcrs of the professwnal ‘
corporation hold valid and current hcenses as phy51c1ans and surgeons or doctors

of podlatrlc medicine, as the case may be.

(2) The professmnal practlce of the apphcant or apphoants is wholly owned

and entlrely controlled by the applicant or apphcants. '

: “(’3) The name underlwh'ioh the applicant or applicants propose to practice is -
not deceptive, misleadiﬁg, of confusing. | 4 7 |
_'“(c) Each permit shall be accompanied by a notice that shall be displayed in a
location roadily visible to patientsx and staff, The notice shall be‘displdye'd at each
place 'of bdsiness identified m the permit

“(d) This section shall not apply to licensees who contract with, are employed

| by, or are on the staff of, any clinic licensed by the State Department of Health

" Services under Chapter 1 (commencing with Section 1200) of'Division 2 of the

Health and Safety Code or any medical school approved by the 'di'v.ision ora
faculty pfactioe plan connected with that medical'school. |

"‘(e) Fi_ctitidud-name permits issu'ed dnder this section shall be subject to
Article 19 (commencing with Section 2420) pertaihing to renewal of licenses,
except the division shall establish procedores for the renewal of fictitious-name
permits every two years on an anmversary basis. For the purpose of the
conversion of ex1st1ng permits to this schedule the d1v1s1on may fix prorated

renewal fees.
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“(f) The division or the board may revoke or snspend any permit issued if it
finds that the holder or holders of the permit are not in compliance with the .
‘provisions of this section or any regdlatio_ns adopted'pursuant to this section. A
_proceeding to revoke or suspend a ﬁctitious—name perrnit shall l>e conducted in
accordance with Section 2230 | | |
g “(g) A ﬁct1t1ous -name pennrt 1ssued torany lrcensee in a sole practice is
automatlcally revoked in the event the licensee’s certificate to pract1ce medicine or .
' podratrrc medicine is revoked | ‘ |
“(h) The drvrsmn or the board may delegate to the executive d1rector or to
another official of the board, its authorrty tQ review and approve appl1cat10ns for
fictitious-name permits and o issue thos'e perrnits |
' “(1) The Cahforma Board of Podiatric Medicine shall administer and enforce
v.ﬂ’llS section as to doctors of podratrlc medicine and shall adopt and adrmnrster
r’egulations specifymg appropriate podiatric_medlcal name designations..

FIRST CAUSE FOR DISCIPLINE

(Gross Negligence)

16. Respondent is subJect to drsclphnary action under sectlons 2227 and 2234, as defined

' by' section 2234, subdivision (b), of the Code, in that he committed gross negligence i 1n his care

and treatment of patients C.D., W.B.,C.B. and M.O., as more particularly alleged hereinafter:
PATIENT C.D. | |

,, 17.  On or about Aprtl 16, 2001, respondent began treating patient C.D., a then 39 year
old female with -dragnoses whrch 1ncluded, but were not _hmrted to, muscoskeletal pain, chronic
parn, anxrety and hypothyro1d1sm |

18. On or about April 18, 2001, to Apnl 26, 2001, patient C. D was treated for drug

withdrawal and had follow up with respondent in regards to her drug_ withdrawal on or about May

2,2001, and May 8, 200.1. In addition to patient C.D.’s treatment for drug withdrawal, there were |

' Conduct occurring more than seven (7) years from the ﬁlmg date of this Accusation is
for 1nformat10nal purposes .only and is not alleged as a basis for dlscrplmary aotron

. ACCUSATION NO. 10-2013-233259.
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other indicators of the risk of patient 'C.D. abusing or diverting controlled substances including,

. but not limited to, a notation about her driving under the influence on' or around July 18, 2005,

| requesting early refills and being dishonest when requesting an early refill. > Respondent '

continued to treat patient C. D. sporadlcally between on or about May 14, 2001, through May

'2008

19. vOn or about‘ May 9, 2008, a note was written to Savon pharmacy indicating patient
C.D. was to see a pain dpecialist and this ‘was the last reﬁll of hydrocodone APAP for the patient.
Respondent indicated that'he would continue to prescribe alprazolam (Xanax) to patient C.D.

20:  On-or about August 23 2010 respondent saw patient C.D. and provided her w1th a
H/ C Meyers, cocktall (1ntraven0us micronutrient therapy). Her blood pressure was recorded as

140/70 and pulse as 83. Patient C.D.’s elevated blood pressure-was not addr’essed by respondent.

- A prescription was lSsu_ed for hydrocodone APAP (aeeta,m_inophen)3 10/650 mg (#180) 1 tab 6

times a day. . The note for this visit is cursory. A physical examination was not performed or

‘documented and respondent did not document past medical history, pain level, past or current

alcohol or drug use or abuse. In addition, there was no documentation toncerning, among other

things, referrals and/or. consultation with other specialisté informed consent regarding the risks of

the controlled substances berng used, any detailed management plan for the patlent and/or any

documentatlon mdlcatmg drug screening, efforts to'monitor comphance and/or measures to

ensure respondent was not diverting controlled substances or taking additional controlled

substances,

1111

Respondent’s handwritten controlled substances log has an entry for June 7, 2007, which
states in pertinent part, that patient C.D. “called trying to get her [Vicodin] early because she was
‘going to the desert’ w1th her husband. However, she told D., the pharmacist at Ramona
Pharmacy that she was ‘going to Texas.” Dr. Shnna is upset with her for playing games and is
insisting on the original agreement only [illegible] every 10 days.”

Hydrocodone APAP (Lorcet®, Lortab® and Vicodin®) is a hydrocodone combination
of hydrocodone bitartrate and acetaminophen which is a Schedule III controlled substance
pursuant to Health and Safety Code section 11056, subdivision (e), and a dangerous drug
pursuant to Business and Professions Code section 4022, When properly prescribed and
indicated, it is used for the treatment of moderate to severe pain.

10
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21. Onor abdut Sef;tember 2,2010, fespdndent issued patient C.D. a .I-J'rescrip'tion'for ‘
carisoprodol (Soma) 350 mg (#120) 1 tab 4 times.a day, There is no office visit or phone
consultation chart note associated with this visit and the record of the prescription is limited to
respondent’s “Order” log contained within his msdicai records for patient C.D.

22. Onor aboﬁt September 8, 2010, patient C.D. had a seizu.re and _waé téken by
ambulance to Pomerado Hos.pi’pal é}nd her medications were coﬁtinued. The note for this visit
states “discussed medication routine — contfolled by husband” with no further detail.

23. Onor gbout Septémber, 9, 2010, respondent iésued a'preséription to patient C.D. for |
alprazolam4 (Xanax) 1 mg (#210) 1 tab 7 times a day. There is no record of ‘any. office visit or
phone consultaﬁon on this-date nor are there'any chart notes indicating any recent physical
examination, any speciﬁ%:’ rétionale for the prescription, assessment regarding the efficacy of the

controlled substances being prescribed to respondent or any informed consent related to the

“controlled substances.

24.  On or about September 20, 2010, fespondéht issued a prescription to patiént C.D. for-
hydrocodone APAP 1 0/650 mg (#180) 1 tab 6 times a day. There is no record of any office visit
or phone consultation on this date nor are there any chart notes indicating any recent physicai '

examinatio, any specific rationale for the prescription, assessment regarding the-efficacy of the

- controlled substances being prescribed to respondent or any informed consent related to the

controlled slibstancesf _ _

25.  On or about Sepfember 22,2010, the 'patien_t requested a letter from respondent to _be'
sent to hgr driving under the influence (DUT) monitor confirming tﬁathe was issuing her |
hydrocodone APAP and alprazolam (Xana):() prescriptions. The note for this visit states; among

other things, “Do not fill [cariéoprodol] SOMA? anymore.” Respondent wrote a letter to the DUT

4 Alprazolam (Xanax®), a benzodiazepine, is a Schedule IV controlled substance
pursuant to Health and Safety Code section 11057, subdivision (d); and a dangerous drug
pursuant to Business and Professions Code section 4022. When properly prescribed and
indicated; it is used for the treatment of anxiety and panic attacks.

> Carisoprodol (Soma®) is a Schedule IV controlled substance pursuant to Health and
Safety Code section 11057, subdivision (d), and a dangerous drug pursuant to Business and
Professions Code section 4022. When properly prescribed and indicated, it is used for the -
- ' (continued...)
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monitor on the same date which stated, in p_ertineht part, “This isa vériﬁe'd afﬁdavit'that I

“prescribe for Ms. .[C.D.], hydrocodone 10 mg with écetaminophen 650 mg and alprazolam 1 mg

on a.long—term basis for numerous musculoskeletal injuries and associated anxiety.”

26.  On or about October 8, 2010, réspondént had a phone consult with patient C.D. The
note for this visit indicates‘ “Trouble with [her husband] drinking too much after mother[‘sj '
funeral back home on Tuesciay’f and “may have to go to better home.” The note for this visit is
ci;rs_ory. A physical examination was not performed or dOcumented'aﬁd respondent failed to
document or obtain vital signs; and did not doéum_ent past rrie.:dicali history, pain level, p_ast'or

current alcohol or drug use or abuse. In addition, there was no documentation concerning, among

- other things, referrals and/or consultation with other specialists, informed consent regarding the

risks of the contrblled substances beiﬁg used, any detailed management plan.for the patient and/or |
any documéntlation indi(:ating drug séfeening,_ efforts to monitor compliance and/ or_.measures o
ensure respondent wa_s.not diverting cohtrolled‘ substances or taking additionél controlled |
substances. -, | |

- 27, Durihg the period of on or about O.ctob'er 8, 2010, through December 31, 2011,

-respondent was maintained 'onbal'pré.zolam (Xanax) 1 mg (#210) at 7 tablets per déy and

hydfdcodone APAP 10/650 mg (#180) 6 tabs a day. According to what can be discerned from -
respondent’s medical records over this period of time, respoﬁdgnt had contaét wifh pétient CD.
on January 4, 2010 (_of‘ﬁce visit); April 28, '2011' (office visit); June 27, 2011 (phdne consult); July |
1,2011 (phoné consult); July 5, 2011 (office visit) and November 18, 2011 (office visit).
Respondent authorized an early refill on December 23, 2010 for élpra'.zolam (Xanax) 1 mg (#210)

with no clear documentation of the reason for the early reﬁll; and early refills for APAP (Lorcet)

-10/650 mg (#180) with no clear documentation of the reason for the early reﬁﬂs. A copy of the

(...continued) . ' : T :

treatment of acute and painful musculoskeletal conditions. According to the Drug Enforcement
Administration (DEA) Office of Diversion Control, Carisoprodol (Soma®) “abuse has escalated
in the last decade in the United States” and “continues to be one of the most commonly diverted
drugs” The DEA warns that “[w]ith prolonged abuse at high dosage, carisoprodol can lead to
tolerance, dependence and withdrawal symptoms in humans.” (See generally,
www.deadiversion.usdoj.gov/drug_chem_info/carisoprodol/carisoprodol.pdf)
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CURES report for patient C.D. indicates that other phySicians besides respondent were also
prescnbmg controlled substances to patient C. D. beginning in appr ox1mately Aprll 201 1, wh1ch
should have been a further 1ndlcat1on that respondent was potentially abusing or dlvertmg
controlled substances.” The notes for the office visits or phone constlts are cursory and difficult
to decipher. A Physical examination was not performed or documented and respondent failed to

document or obtain vital signs; and did not document past medical history, pain level, past or

current alcohol or drug use or abuse. In addition, there was no documentation concerning, among |-

other things, referrals and/or consultation with other specialists, informed consent regarding the

.risks of the controlled substances being used any detailed management plan for the patient and/or |

any documentat1on 1ndlcat1ng drug screening, efforts to rnomtor comphance and/or measures to

ensure C.D. was not dlvertmg controlled substances or takmg additional controlled substances
28. On or about January 4, 2012, respondent had a phone. consultation With patient C.D.
The note for this visit indidat'es, arnong»other things, that there was a discission about a 3-way

conference call with patient C.D., another person, and respondent to discuss “famiily stress”

issues. Another section of the note states patient C.D.’s husband was abusing alcohol'and

“conclusion he needs ‘Professional Help® with alcohol —and. get job.” The note also indicates
respondent was reﬁlhng a prescr1ptlon for alprazolam (Xanax) I mg (#21 0)at7 tablets per day
and hydrocodone APAP 10/650 mg (#180) 6 tabs a day The note for this visit is cursory. A
physical examination was not performed or documented and respondent falled 0 docum_ent or
obtain vital signs; and did not document past medical history, pain level, past or current alcohol
or drug use or abuse In addltlon there was no documentatlon concernmg, among other thmgs
referrals and/or consultatxon thh other spec1alxsts prlor imaging or other objective testmg,
informed consent regarding the risks of the controlled’ substances being used, any detailed

management plan for the patient and/or any documentation indicating drug screening, efforts to

‘monitor compliance and/or measures to ensure respondent was not diverting controlled

S The CURES' report for patient C.D. for the perlod of April 18, 2011, through April 18,
2014, indicates that other physicians were also prescribing controlled substances to her 1nclud1ng,
but not limited to, Alprazolam, Norco, Diazepam and Vicodin. :
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|| -substances or taking additional controlléd substances.
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(Soma). The combination of alprazolam (Xanax), hydrocodone APAP and carisoprodol (Soma)

performed or documented and respondent failed to document or obtain vital signs; and did not

29. BetWeen on or about January 5, 2012, to December 9, 2012, there was no documented
contact with patient C.D. in regard to .any phone consults and/or office visits. On or about July
24, 2012, respondent noted there was an issue With missing pills.»7 which was énqther indicator of
bos,sible abuse and/or diversion of controlled substances, Despite the fact that there was no
cdntact with patient C.D., over this approximate eleven month period, respondent maintained
patienf C.D. on alprazolam (Xanax) 1 ing #210) 7 tablefs per day, Hydrocodone APAP 10/650
mg (#180) 6 tabs a day; and, on January 20, 2012, started prescribing her car‘isoprodolv(Soma)
350 mg (#120) 1 téb q.i.d. (four times a'day).on a near monthly basis. There is no'medical record

documentation for J anuary 20, 201.2,i to indicate why patient C.D. was started on the carisoprodol

is a powerful corﬁbination of controlled substances and dange’rous'drugs_ known as f‘Houstonl
cocktail,'”'.“trio” and/or the “holy trinity” that is typically not medically justified.?

30." Onmor _abbut December 10,A201_2,.resp0ndent had an office Qis’it with patiént C.D. The
note for-this visit indicates paﬁent CD Wgs h_avi_nQ difficulty with the hydrocodone APAP 10/650].
mg.’ Respondént’s,note states he would prescribé hy.droc'odone APAP:(Vicodin) 5/506- mg

(#240) 2 tabs q.i.d. for pain. The note for this visif_ isAcufs'ory. A physical examination was not

document past medical history, pain level, past or current alcohol or drug use or abuse. In
addition, there was no documentation coriceming, among other things, referrals and/or

consultation with other specialists, imaging or other objective testing, informed consent regarding

‘ 7 Respondent’s cursory and handwritten 1og. of controlled substances has an entry for J uly
24, 2012, which states “Issues [with] missing pills.” No further details were provided.

8 “Taking these three drugs in combination is typically not medically justified. When
taken together these medications may give users a feeling of euphoria similar to heroin. Asa
result, this prescription drug combination, which may be referred to as ‘Houston Cocktail,” ‘Holy
Trinity,” or “Trio,’” is subject to abuse and has resulted in deaths.” (M. Forrester, Ingestions of
Hydrocodone, Carisprodol, and Alprazolam in Combination Reported to Texas Poison Centers,
Journal of Addictive Diseases, 30:110-115, 2011.) '

9 There is a notation, which is difficult to decipher, in the note for this visit that appears to
state “allergies to Lorcet” with no further details. - '
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‘the risks of the controlled substances being used, any détailed management_ plan for the patient

and/or any documentation indicating drug screening, efforts to monitor compliance and/or
measures to ensure respondent was not diverting controlled substances or taking additional

controlled substances.

- 31. On or about December 31, 2012, respon'dent wrote a letter on patient C.D.’s behalf to

one of the branches of the San Diego County Superior Court which stated “This patient has

chronic disabilities and on medications to control chronic pain and anxiety. She is not able to

: ai)pear in court and face the rigors of the court process.”

32. Onor about January 4, 2013, respondent issued prescriptions for carisopr_odol‘ (Soma)

350 mg (#120) 1 tab q.i.d. (four times a day) and hydrocodone APAP-5/500 mg (#240) 2 tabsA

q.i.d. 4 '

33. On or about Tanuary 9, 2013 respondent had an ofﬁce visit with patient C. D. There
is no medical record for this ofﬁce visit except for an invoice indicating that patient C D. recelved
a “H/C Meyer’s Cocktail.” A physical ‘exammatton was not performed or documented and

respondent failed to document or obtain vital signs; and did not doeument past medical history,

'paln level, past or current alcohol or drug use or abuse. In addltlon there was no documentatron

concerning, among other thmgs referrals and/or consultation with other specrahsts 1mag1ng or
other obj ective testing, informed consent regarding the rlsks of the controlled substances being
used, any detailed management plan for the patient and/or any documentatlon 1ndlcat1ngl drug
screening, efforts to‘_monitor ,comp.liance and/or measures.to ensure 'respondent was not dit/erting :
controlled substandes or taking additional controlled substances. |

34. During the period of on or about January 10, 2013, to on or about July 7,2013, there

was no documented contact-with patient C.D: in regard to any phone consults and/or office visits.

Despite the fact that there was no contact with patient C.D., over this approximate seven month

| period, respondent maintained patient C.D. on alprazolam (Xanax) 1'mg (#210) 7 tablets per day

on a near monthly basis, hydrooodone APAP (varying'dosages) on a near monthly basis (that

were titrated up from approximately 40 mg of hydrocodone per day to 80 mg of hydrocodone per
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day).;m and carisoprodol (Soma) 350-mg (#120) 1 tab q.i.d. (four times a day) on a near monthly
basis. | ' |

35. -On'or about July 16,2013 'respondent was sent a letter'from a Dr. S.G., Medical

-Director, Inpatient Alcohol and Drug Treatment at the Department of Veteran Affairs, San Dleoo

Healthcare System which advised respondent of the followmg concerning patlent C. D

' - “This is to mform you that your patient [C.D.] is presently in our
inpatient Alcohol.and Drug Treatment Program for Alcohol, Opioid, and
Benzodiazepine Dependency. Prescribing of medlcatlons that have the potential for
"addiction would be dlscouraged for this patient.”

36 ‘There was 10 record of any further tréatment of patlent C.D. after 1espondent received

‘the letter above concernmg patient C. D s admission into the drug and alcohol treatment pro gram

37. Respondent comm1tted gross negligence in his care and treatment of C.D., Wthh
included, but was not limited to, the following: - | |
_(a) Respondent rep'eatedly nrescribed narcotics and controlled substances, '
10 patlent C.D. without obtammg an adequate hlstory and wrthout performmg |
approprlate physical examinations mcludmg, but not limited to, obtammg a
 detailed history in regard to phys1ca1 and/or mental health, consrstently obtaining
\li_tal signs, reviewing and verifying prior medical treatment, conducting a_-more
* thorough review of ‘.symptom's,‘ and/or more accurately assessing the patient’s actual
condition, obtaining imaging‘ or other objective testing, and, thus, repeatedly .
prescribed narcotics and controlled subs‘tances to patient C;D. without adequate
justification; | |
(b) Respondentrepeatedly prescribed narcotics and controlled substances
to patient C.D. without adequate monitdring and.withou_t discussing and/or clearly
documenting an adequate treatment plan and/or functional goals with stated

" objectives for the patient’s care;

'* Over this period of time, patient C.D. filled 1 prescription from respondent for
hydrocodone APAP 5/500 mg (#240) then 3 prescrlptlons from respondent for hydrocodone
APAP 10/650 mg (#180); and then 3 prescnptrons of hydrocodone APAP 10/650 mg (240)

16

ACCUSATION NO. 10-2013-233259




—t

S T - T T T G S v e = N T PO S~ - N L R

(¢) Respondent tepeatedly prescribed narcotics and.controlled substances
to pat1ent C.D. without adequate informed consent of the various rlsks associated
with the narcotics and controlled substances that were bemg prescrxbed and the
pos51b1hty of alternative non-narcotic theraples |

-(d) Respondent repeatedly prescrlbed narcotics and controlled sut)stances
to patient C.D. without seeklng applopnate consultatmn from or referring the
'patlent to, the appropnate medical spec1ahst or specmhsts

(e) Respondent repeatedly prescribed narcotics and controlled substances

to patient C'D without reviewing CURES, without utilizing urine drug screens,

- without consultlng w1th and/or obtalmng records frorn prlor treaung physmlans

| and/or other I'lSk screenmg tools;

(f) Respondent repeatedly prescrlbed narcotlcs and controlled substances
to patient C.D. desplte mdlcauons of add1ct1on, without close consultat1on with-an
addiction medicine specialist; | | -

(g) Respondent repeatedly prescr1bed narcotics and controlled substances
to patient C.D. which exceeded generally accepted maximum da11y dosages for
'alprazolam (Xanax) and acetammophen which mcre_a_sed the r1sk of harm to patient
C.D. | | |

(h) Respondent failed to properly evaluate and manage patient C.D.’s
'alleged anxiety, attention deficit and hyperéctivity disorder (ADHD) and chronic
pain; and |

(i) Respondent failed to maintain adequate. and accurate records in regard
to his care and treatment of patient C.D. The records llacked adequate detail and
specificity and were often illegible and/or difficult to decipher.

PATIENT W.B. | |

38, On or about December 29, 2008, respondent began treating patient W.B, a then-47

year old male, with a history of drug abuse (including prior heroin abuse), anxiety and depression.
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His diagnoses'inc;h‘l-ded, but were not liinited to, hepatitis C for nearly three decad.es,‘ chronic
fatigue, rheumatoid arthfitis, chronic spine i.ssues, and neck pain rad_iculopathy.' Patient W.B.’s
occupation was listed as “disabled”,a.nd he reported that he was on a variety of medications
including “Methédone 60 mg/day.” Patient W.B. waé' prox;i‘ded with a “Mutual Opioid Treatmerit
'Agreement’;I ! that both he and fespondenf si gne‘d.'. ReSpondent did not periodically review the
pain contract with patient W.B. nor was it discussed in detail. |

| A39.. Dﬁring the period of on or about January i3, 200'9., to June 18, 2009, respondent had '
near'monthiy contact with patient W.B. through six office visits and one phone encounter.
During thié time frame, respondent iésu‘ed one prescriptioh of Méthédone HCL 10 mg (#'1 80) 6

daily on January 30, 2009 (morphine equivalency dosage of 600 mg) and five ﬁreScriptions of

‘hydromorphone (Dilaudid) 8 mg (#3‘60) 3 tabs q.i.d. (four %iines a day)(mo_rphine equivé.lency .

dose of 384 mg) for the remaining months_. 12 On February 24, 2009, respondent. was provided.
with x-ray répofts for patient W.B. that showed no significant abn.ormali.ties.13 ~ The notes for the
office visits or phone consults are cursory and difﬁcult_ to décipheﬂ Physical exéminations_were. |
not performed or documented and'rgsf)ondent failed to document or obtain vital signs; and did not
document pést medical history, pain level, past or current alcohol or drug use-or. abuse. In :
addition, there was no documentation concernirig? among other thirigé,, referrals and/or

consultation with other specialists, informed consent regarding the risks of the controlled

| substances being used, any detailed management plan for the patient and/or any docurhentation

indicating drug screening, efforts to monitor compliance and/or measures to ensure patient W.B.

' The Mutual Opioid Treatment Agreement stated the patient agreed to (1) not share
prescriptions with anyone else; (2) not obtain controlled substances from anyone else; (3) not
seek other providers for prescriptions; (4) not send prescriptions to numerous pharmacies; (5)
regular office/phone follow-ups; (6) urine or blood testing as indicated for opioids; (7) not call for
early refills and be responsible for protecting prescriptions; (8) not use any illicit/street drugs; and
(9) control excessive use of alcohol. The agreement provided that “violations of any of these

" conditions may result in terminating my prescription care.” This agreement was the same as the

one used for patients C.B. and M.O.

12 The hydromorphone APAP prescriptions were issued on Februafy 24, March 23, April
23, May 21 and June 18, 2009. :

13 The views of the cervical spine showed no abnormalities and the views of the lumbar
spine showed mild degenerative changes. :
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was not diverting controlled substances or taking additional controlled substances.

40. During the perlod of on or about July 20, 2009, to October 22, 2009, respondent had

- near monthly contact with patient W.B. through two office visits and two bhone'encounters. In

his note of March 23 2009, respondent noted that he “reviewed x-rays” but there was no mention
of the findings which showed no significant abnormalltles Respondent maintained the patrent on'
hydromorphone (Drlaudld) 8 mg (#360) 3 tabs q. i.d. (four times a day) on a monthly ba51s :

(morphme equivalency dosage of 384 mg per day) and als’o issued prescriptions for bupropion

hydrochloride (Wellbutrin SR) 1 tab b:i.d. (twice a day) and zolpidem tartrate (Ambiem) 10 mg

(#30) 1 tab daily on July 20, 2009. The notes for the office visits or phone consults are cursory

and difficult to decipher. Physlcal examinations were not performed or docl_imented and

respbndent failed to document or obtain vital signs; and did -'notdocument past medical history, -

‘pain level past or current alcohol or drug use or abuse. In addition, there was no documentation

concerning, among other thrngs referrals and/or consultation with other spec;lahsts imaging or

other Ob_] ective testmg, informed consent regarding the risks.of the controlled substances being

used, any deta1led management plan for the patient and/or any documentatron 1ndlcat1ng drug
screening, efforts to monitor compliance and/or measures to ensure'pati'ent.W.B. was not |
d1vert1ng controlled substances or taklng additional controlled substances.

“41." Onor about J anuary 21, 2010, respondent referred patlent W.B. out for physrcal
therapy two to three times weekly for four to six weeks for neck pain and radlculopathy. A
physical therapy evaluation was conductetl on .la'nuary 25, 2010, which indicated, among other
things, “ldr‘ng'abuse” and suicide atternpt in the past, multiple neck injuries including a motor
vehicle accident in 2007. Patient W.B, completed approxirnately seven physical therapy visits
and quit on or about April 10, 2010, before reaching'hisphysical therapy goals. The' discharge
summary noted “[patient] quit before any progress could be made, no reason given.”
| 42.  On or about May 20,2010, respondent saw patient W.B. to follow up on “chronic-
pain syndrome.” The notes for this visit indicate, among other things, “fatigue — brain scattered.”
Respontlent prescribed methylphenidate and hydromorphone 8 mg (#360) 3 tabs q.i.d. (morphine

equlvalency dosage of 384 mg per day). There was no mention of the failed effort at physical
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therapy. The note for this visit is cursory. A physical examination was not perfo‘nnedor ‘
documented and respondent failed to document or obtain vital signs; and did not document past

medical history, pain level, past or current alcohol or drug use or abuse. In addition, there was no

.documentation concerning, among other things, referrals and/or consultation with other

specialists, imaging or other objective testing, informed consent regarding the risks of the

' controlled substances being used, any detailed management plan for the patient and/or any |

documentatlon 1nd1cat1ng drug screening, efforts to momtor compliance and/or measures to
ensure patient W B. was not diverting controlled substances or takmg additional controlled
substances. | |

43." On or about June 24,201 O, respondent saw patient W.B. who complained of increase
in migraine headaches and “headache almost all month.” The nole for th'i's'visit indicates the
patient had seen a chirop_ractor vand done pllysical therapy but nothing helped. In actuali_ty patient
W.B. ~“quit before any progress could be made no reason given.’ Respondent prescribed :
prolotherapy ‘The note for thls visit is cursory A phys1cal exammatron was not performed or
documented and respondent failed to document or obtam vital s1gns and did not document past
medical hlstory (w1th the exception of an abbreviated reference to a chiropractor referral and the

recent physical therapy that the pat1ent quit before reaching treatment goals), pain level, past or

current alcohol or drug use or abuse. In addition, there was no documentation concerning, among

other things, imaging or other objective testing, informed consent regarding the risks of the

c{ontrolled substances being used, any detailed management plan for the patient and/or any -

‘documentation indicating drug screening, efforts to monitor compliance and/or measures to

ensure respondent was not diver’ting- controlled substances or taking additional controlled

substances.
111/
1117

" Prolotherapy, also called proliferation therapy or regenerative inj jection therapy is an
alternative medicine treatment that uses injection of an 1rr1tant solution into ligaments or tendon
insertion in an effort to relieve pain.
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44, On or about July 2, 2010, respondent saw patient W.B. who complained of tender

‘neck area and headaches. The patient underwent another round of prolotherapy and respondent

recommended stretching and applying heat. The note for this visit is cursory. A physical

examination was not performed or documented and respondent failed to document or obtain vital
signs; and did not document past medical history, pain level past or current alcohol or drug use or
abuse In addltlon ‘there was no documentatlon concernmg, among other th1ngs imaging or other

objective testing, informed consent regardmg the r1sks of the controlled substances being used,

any detailed management plan for the patient and/or any documentation indicating drug

screenmg, efforts to rnonltor comphance and/or measures to ensure pat1ent W.B. was not
d1vert1ng controlled substances or taklng add1t10nal controlled substances. }

45.,. On or about July 19, 2010, respondent spoke with patlent W B over the phone who
reported his neck was better but he was st1ll experiencing pam (or h1s pam was 1ncreasmg) w1th
no area specified. Respondent prescrlbed hydromorphone HCL 8 mg (#480) 4 tablets g.i.d:
(morphme equlvalency dose of 512 mg per day) and a three-month supply of methylphenldate

‘(thalln) 20 mg (#270) 4 tabs t.i.d. (three times 'a'day). The note for this visit is cursory. A

physical examination was not performed or documented.and reSpondent‘.failed to document or

obtain vital signs; and did not document past'medical history, pain level, past or cul*rent alcohol
or drug use or _abus'e. In Aaddition, there was no documentation concerning, among 'other things,
teferrals and/or consultatlon with other specialists, imaging or other obj ective testing, informed

consent regarding the risks of the controlled substance,s being used, any detailed management

]

plan for the patient and/or any documentation indicating drug screening, efforts to monitor

-compliance and/or measures to ensure patient W.B. was not diverting controlled substances or

takmg additional controlled substances

46. On or about August 5 2010, respondent had an office visit w1th pat1ent W.B. who

' cornplained of a right ear ache, tender neck and headache. Respondent ordered another round of

prolotherapy 25 cc and a cortisone injection 10 cc. ‘One of Respondent’s notes for this visit .
indicates an apparent new diagnosis of “fibromyalgia syndrome” with no specifics. The note for

this visit is cursory. A physical examination was not performed or documented and respondent
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failed to document or obtain vital signs; and did not document past medical history, pain level
past or current alcohol or drug use or abuse In addltron there was no documentatlon concelmng,

among other things, referrals and/or consultatlon with other specialists, imaging or other objective

testing, -1nformed consent regarding the risks of the controlled substances being used, any detailed :

management-plan for the patient and/or any documentatio'n indicating drug screening, efforts to
monitor cornpliance and/or measuresto ensure patient W.B. was not diverting controlledr
substances or takmg add1t10na1 controlled substances. | |

47. Onor about August 17 2010, respondent had an ofﬁce v1s1t with patrent W.B. Who |
complained of increased pain, agitation and anxiety, and fearfulness of being in a rural area.

There was no mention of consultation with, or referral to, any mental health professional.

'Respondent suggested a medical marrj uana evaluation and also issued a prescription for

‘ hydromorphone HCL (Drlaudrd) & mg (#480) 4 tabs G- i.d. (morphme equrvalency dosage of 512 :

mg per day) The riote for this v1srt is cursory. A physrcal exammatlon was not performed or
documented and respondent failed to document or obtam v1tal signs; and did not document past
medical hrstory, pam level past or current alcohol or drug use or abuse. In addrtlon the1e was.no
documentatron concerning, among other tlnngs referrals (apart from suggestlng medlcal |

maruuana to the patrent who had a hrstory of drug abuse) and/or consultatron with other :

'specralrsts imaging or other ObJ ective testing, informed consent regardmg the risks of the

-controlled substances belng used, any detailed management plan for the. patlent and/or any

documentatlon 1nd1catmg drug screening, efforts to monltor complrance and/or measures to
ensure patient W.B. was not drvertrng controlled substances or taking addrtronal controlled

substances _

: 48‘ On or about September 16 2010 respondent had a follow—up office v1s1t for “chronic
paln » Respondent refilled patient W.B.’s zolpidem tartrate (Arnblen) 10 mg (#90) and issued
another prescrrptlon for hydromorphone HCL (Dilaudid) 8 mg (#480) 4 tabs q i. d (morphine |

equrvalency dosage of 512 mg per day)."” The note for this visit is cursory. A physrcal

15 According to the note for this visit, respondent consrdered a trial run of Oxycontin
instead of the hydromorphone HCL (Dllaudld) However, the prescription for Oxycontin was
(contmued )
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wexamination was not performed or documented and respondent failed to document or obt_ain vital

-signs; and did not document past medical history, pain level, past or'current_.alcohol or drug use or

abuse. In addition, there was no documentation eoncerning, among other things, referrals and/or
consultation with other specialists imaging or other objective testing, informed consent regarding
the nsks of the controlled substances belng used, any detailed management plan for the patlent
and/or any documentation 1nd1cat1ng drug screening, efforts to monitor comphance and/or
measures to ensure patient WB was_not diverting controlled substances or takmg addltlonal‘
con’grolled substances. _ | |
49.  On or about October 12, 20l0, respondenl had a follow—up office visit with patient
W.B. for “chronic pain” and “anxiety syndrome.” The note for this visit indicates,“will try |
oxycodone HCL (Oxycontin) 80 mg (#120) two talalets b.i.d. (twice a'day)(rnorphine :

equivalency dosage of 480 mg per day. Respondent also issued a prescription for

“methylphenidate (Ritalln) 20 mg (#90) 20 mg, 1 tablet t.i.d. There is no jnstiﬁcation .for.the‘new

.prescription of oxycodone (Oxyeontin). The note for this visit is cursory. A physical

examination was not performed or documented and ;espondent failed to document or obtain vital N

signs; and did not document past medical history, pain level, past or current alcohol or drug nse or

'abuse. In addition, there was no documen’tation concerning, among other things referrals and/or

consultation with other specialists, imaging or other Ob_] ective testing, 1nformed consent regarding
the risks.of the controlled substances being used, any detalled management plan for the patient
and/or any documentation indicating drug sereemng, efforts-to momtor compliance and/or
rneasures to ensure patient W.B. was not diverting eontrolled substances or taklng additional
controlled substances

50. On or about October 15,2010, respondent had an office visit with patlent W.B.

presumably 10 deal with medication management issues. The note for thxs visit indicated that

‘respondent was discontinuing the rnethylphenidate (Ritalin) 20 mg (#90) 20 mg, 1 tablet t.i.d. - -

prescription and instead issuihg a prescription for methylphenidate (Ritalin) 20 mg (#270) 20 mg,

(...continued)
voided because there was no generic and the Oxycontin was “too expensive.”
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1 tablet t.i.d. w1th an indication that it was a “3 months supply Respondent also discontinued
the oxycodone HCL (Oxycontm) 80 mg (#120) two tablets b i.d. and replaced it with oxycodone
HCL (Oxycontm) 30 mg (#360) 3 tablets q.i.d. (morphine equ1valency dosage of 540 mg per
day). Respondent also issued a new physical therapy order.'® There was no explanation for the .
medicatlon changes. The niote for this visit is cursory A physical examination was not
performed or documented and respondent failed to document or obtain vital slgns; and did not
document past medical history, pain level, past or current alcohol or drug use or abuse. In
addition, there was no documentation concernmg, among ‘other thlngs referrals and/or
consultation with other specialists (apart from the reference to aPT order), 1mag1ng or other
objéctive testm_g,. informed consent regardmg the risks of the controlled substances being used, |
any detailed mana‘éement plan for the patient and/or any docutnentation‘ indicating drug
screening, efforts to monitor compliance and/or measures to ensure patient W.B. was 1ot |
diverting controlled substances or taking add1t10nal controlled substances.

5L On or about November 12, 2010 respondent had an office visit with patlent w. B to
follow-up on alleged chronic pain, depression and anx1ety—hyperact1v1ty. Respondent never -
referred, or sought any consultation, for patient W.B.’s depression, anxiety and/or hyperactivity.
There was no further mention of any 'physical therapy The note for this wvisit indi(:ates “fairly :
stable - not much help with oxycodone will try back on methadone 10 mg (#210) 7 per day”

(morphine equivalency dosage of 840 mg per day). Respondent also contmued the

.methylphenldate (Ritalin). 'Responderit subsequently indicated that he was maintamlng-patient

W.B. on methadone because of patient W.B.’s history of heroin abuse, even though he was not an
approved methadone provider for treating addiction. The note for this visit is cursory. A physical
examination was not performed or documented and respondent failed to document or obtain vital

signs; and did not document past medical history, pain level, past or current alcohol or drug use or|

-abuse. In addition, there was no documentation conceming, among other things, referrals and/or

consultation with other specialists, imaging or other objective testing, informed consent regarding

'® There is no indication in the records as to whether there was any subsequent physwal
therapy by patient W.B.
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t,ile risks of the controlled substéncﬁ:es béing used, aﬂy detailed rr'lanagement.plan for the patient
and/or any _docurnentaﬁon indicating drug screening, efforts to. monitor compliance and/or
measures ;to ensure patient W.B. was not divefting controlled éubstances or taking additional
éontrolled substances. J . | |

- 52.  On or about December 14, 2010, respondent had an office visit with patient W.B. to
follow—ﬁp on a‘lleged chr,o_nic pain with a note appearing to indicate ;‘had good last month.” |
Respondent issued apréscription for methadone HCL 10'-mg (#150) 5 tabs daily and |
hydromorphone HCL (Dilaudid) 8 mg (#150) 1-2 tabs t.i:d. (corhbined morphiﬁe_ equivalency
dosage of 660 mg per day). .Th.e note for thié visit 18 curéory. A bhysical exaimination wés not

performed or dochmented and respondent failed to document or obtain vital signs; and did not

‘document past medical history, pain level, past or current alcohol or drug use or abuse. In

addition, fhere wés no docum_entation concerning,“'among other things, referrals and/or
conéultéltibn with other spééialists,- iniaging‘ or other'obj_ectivc testing, informed cénsent regarding
the risks qf the controlled substances being ﬁsed, an};.det_ailed manage.ment.plz_in.for the patient
aﬁd/or any documentation indicating Adrl-ig scréenin’g, 4'effl‘or’ts to monitor -compiizinc.e énd/or
meésures to ensure batiént W.B. waé not diverting éontrolléd substances or takingl_additioﬁal ‘
cohtrolled Sub'stancés. . |

53. On or about January 14, 2011, respondent had an office visit with patient W.B. The

‘purpose of the visit is not clear from the note for this visit. The note indicates “had godd 2

months™ and appears to indicate “less headaches™ and A“rrllorc;,crédtivé opportunity.” Paﬁent |
W.B.;s weig}ﬁ is 1istéd as 192. Respondent issued prescriptions for methadone HCL 10 mg
(#150) 5 tabs daily and hy'drofnorphone HCL (Dilaudid) 8 mg (#150) 1-2 tabs t.i.d. (combined
morphine eciﬁivalency dosage of 660 mg per day) and méfhﬂpheni_date (Rifalin) 20 mg (#90)
bid Respbndent requested labs on this date. There was no detailed justification for re-starting |-

the methadone HCL or methylphenidate (Ritalin). The hote for this visit is cursory. A physical

'" Respondent’s chart note for this visit indicates the patienf was prescribed 90 tablets of

“methylphenidate (Ritalin) while the CURES report indicates the patient filled a prescription for

270 tablets on February 7, 2011. Respondent also maintained a handwritten log qf some of the
controlled substances that were prescribed but there is no entry for January 14, 2011.
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| examination was not performed or documented and respondent failed to document or obtain vital

signs; and did not document past medical history, pain 'level, past or current alcohol or drug use or
abuse, In addition, there was no documentation concerning, arnong other things, referrals and/or

consultation with other specialists, imaging or other obj ective. testin'g, informed consent regarding' .
the tisks of the-controlled substances being used, any detailed management plan for the'patient

and/or any documentatlon 1ndlcat1ng drug screening, efforts 1o momtor comphance and/or

_measures to ensure patlent W.B. was not-diverting controlled substances or taking addltlonal

controlled substances
54, On or about January 20, 201 1, respondent faxed in a prescription for zolpidem tartrate |
) I

(Amblen) 10 mg (#90) 1 tab p.r.n. (as needed) for sleep. There was no separate chart note for thlS

prescnptlon

55. On or about January 14, 2011, respondent had a phone consultation with patient W.B.

to follow up on “job reports.” The note for this visit indicates the results of the prior.la'b testing

and states “send lab reports” but there is no indication of where the lab reports were heing sent.”
The note for this vtsit is cursory. A physical examination was not per_forrned or documented and
respondent failed to ddcument or obtain vital signs; and did not document past medical history, ,
pain level, past or current alcohol or drug use or abuse In addltlon there was no documentatlon
concerning, among other things, referrals and/or consultatlon with other specialists, 1mag1ng or .
other obj ectlve testmg, informed consent 1egard1ng the risks of the controlled substances bemg
used any detailed management plan for the patlent and/or any documeritation 1ndlcat1ng drug
screening, ¢fforts to monitor comphance and/or measures to ensure patient W.B. was not
diverting controlled substances or taking addmonal controlled substances:

56-., On or about F ebruary 5, 2011, respondent received a fax from medcohealth indicating
that patient W.B. reportedly lost the zolpidem tartrate (Alnbien) 10 mg (#90) that had been
shipped to him and requested “your authorization to release an eatly. refill for this medication”

and verification “that this prescription is acceptable for us to dispense to the patient.” Respondent|

approved the early refill by 31gmng the form and faxmg it back to medcohealth the next day.

////
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57. On or about February 24,2011, patlent Ww. B had a pain management consultatlon '

with a Dr. J.G. V The History of Present Illness for this visit mdlcated the followmg

“[W.B.] presents complaining of neck pain, mid back pain, and low back pain. His
pain scale is 2/10 to 7/10. He states that he is no longer using hydromorphone but .
rather has been using methadone 10 mg five tablets every 24 hours. Heis requestmg
a refill of his methadone. The reasoning for this request is'he states he has been using
narcotics including abusing heroin in the past. He has been using narcotics for 30
years and has also abused heroin in the past. He denies upper or lower extremity
numbness, tingling, pain or weakness. He denies any bladder or bowe] incontinence.
He states that he has not had time to have his lumbar spine MRI Wthh was ordered in
September 2010.” :

Patient W.B. falsely stated that he was “no longer using hydromorphone 18 The physrcal
exammatmn of patient W.B. 1nd1cated intact neck, intact neurologic, and minimal spasms
bllaterally - thoracolumbar for the musculoskeletal exam1nat1on The assessment/plan for thls

visit indicated, among other things, mild C5-C6 disc bulge with the following notation:

“Mild C5-C6 Disc Bulge: There is no associated stenosis of the central canal or
foramen on the MRI. His physical examination is negative. In the cervical spine, I
do not see any objective findings to justify methadone 10 mg five times a day. 1told
him that T cannot assume the responsibility of refilling his narcotics when there are no- .
" objective findings to Jus‘ufy their use. He states that he needs to have narcotics
because he has been using it for 30 years and that in the past he also abused heroin. 1
~ fold [him] that this is not a reason to be prescnbed narcotics but rather there needs to
be objectlve findings to Just1fy it.”

Accordlng to the pain consultation note, patlent W.B. was offered Suboxone therapy for
opioid dependence but dechned and indicated that he had nothad time for a lumbar spme MRI to

assess his alleged low back pam Patlent W.B. was referred out for further lab studies. Part of the

'plan included referral to a Dr. R. W. for pain management consultatlon since Dr. J.G.V. was not

willing to prescnbe methadone to patient W.B. Respondent was provided with a copy of the

‘consultation note for this v1src

| 58. Onor about April 19 2011 respondent had an office visit with patlent W.B. The
purpose ef the visit is not clear froi the note for this visit. The_re is a notation indicating “need

referral” but no further indication as to what the nature of the referral was for, what type of

'8 In truth and fact, patient W.B. had been receiving near monthly prescriptions from
respondent for hydromorphone HCL and had filled a prescription for 150 tablets on January 21,
2011, that was preserlbed by respondent approximately one week earlier.

27

ACCUSATION NO, 10-2013-233259




[ N U IR N

O 0 3

10.

11
12

13

14
15
16
17

18

19
20
21
2

23
2
25
26
27
28

specialist the referral related to, or who was ‘seeking the referral. Despite the pain management
consultation which indicated there was 10 obj ectiye basis for prescribing patient W.B. his opioid
controlled substanc_es, respondent_issued prescriptions for methadone HCL 10 mg (#90) 3 tabs:
daily and hydromorphone HCL (Dilaudid) 8 mg (#150) 1-2 tabs t.i.d. (conibined »morphine_
equivalency dosage of 400 mg per day). The ‘note for this visit is cursory: A l.physical

examination was not peiformed or documented and respondent failed to document or obtain vital .

signs; and did not document past med1cal hrstory, pain level past or current alcohol or drug use or

abuse. In addltlon there was no- documentatron concerning, among other thlngs spec1ﬁcs :

regardrng the pam management consult wrth Dr. J.G. V of February 24, 2011, informed consent

regardmg the rrsks of the controlled substances being used, any detalled management ‘plan for the
' patlent and/or any documentatron 1ndrcat1ng drug screening, efforts t_o-morntor compliance and/or

measures to ensure patient W.B. was not diverting controlled 'substances or taking additional

controlled substances ‘ _
59. Onor about May 13, 201 1, respondent had a phone consultation with patient W B to
“F/U” [follow-up] yet there is no specrﬁc indication on what respondent was followrng up o1

The note for this visit 1nd1cates patient W.B. was domg well (or feeling well) and makes reference

to carisoprodol (Soma) 350 mg 1 tab b.i.d. (#60) as needed for muiscle s_pasms yet there is no

further detailed discussion about the Soma in the chart note for his visit. Despite the recent pain.

management consultation which indicated there was no objective basis for prescribing patient

W.B. 'his opioid controlled substances, respondent issued prescriptions for methadone HCL.10 mg

‘(#90) 3 tabs.daily and hydromorphone HCL (Dllaudld) 8 mg (#150) 1-2 tabs t.i.d. (combined

morphme equrvalency dosage of 400 mg per day) The note for thls visit is cursory A physical
examma‘non was not performed or. documented and respondent fa1led to document or obtain vital
signs; and did not document past medical history, paln level, past or current alcohol or drug use or
abuse. In addition, there was no documentation concernmg, among other things, referrals and/or
consultation wrth other spec1ahsts imaging or other Ob_] ective test1ng, informed consent regarding
the risks of the controlled substances being used, any detailed management plan for the patient'

and/or any documentation indicating-drug screening, efforts to monitor compliance and/or
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measures to ensure 'patient W.B. was not diverting controlled substances or taking additional
controlled substances..

60, During the period of on June 13, 2011, to .o'n or about August 17, 2011, respondent

had three phorie consultations with patient W.B. During this time, respondent issued monthly

prescriptions for methadone HCL 10 nlg (#90) 3 tabs daily and hydromorphone HCL (Dilaudid)
8 mg (#1 50)‘ 1-2 tabs _t.i.d. (combined morpbine equi Valency dosage of 400 mg per day) and also
issued a prescription for rnethylphenidate (Ritalin) 20 rng (#90) 1/2 tablet b.i.d. The notes for the

patient contacts during this time frame are cursory. .Physical examinations were not performed or |

documented and respondent failed to document or obtain,vital signs; and did not 'document past

‘medical history, pain level past or current alcohol or drug use or abuse. In addition there was ng |.

doeumentat1on concernrng, among other th1ngs, referrals and/or consultation with other

specrahsts imaging or other obj ectrve testmg, 1nformed consent regarding the rlsks of the

controlled substances berng used any deta1led management plan for the patient and/ orany - .

documentatlon 1nd1cat1ng drug screenrng, efforts to monitor compliance and/or 1 measures to

‘ensure patrent W. B. was not diverting controlled substances or takmg additional controlled

substances. .
61. During the period of on or about September 14,2011, to on or about January 13,
2012 respondent had near rnonthly contact with Patient W B. through phone consultations and/or

an office v1s1t During thls time, respondent 1ssued monthly prescriptions for hydromorphone

HCL (Dllaudld) 8 mg (#300) 2 tabs q (every) 4 hours p.r.n. pain (morphme equivalency dosage of

320 mg per day) There was no indication why respondent increased the dosage of the

hydrornorphone HCL (Dilaudid). The notes for the patient contacts during tbis time frame are

‘ cursory Physrcal exammatrons were not performed or documented and respondent failed to

document or obtain. vital srgns and did not document past med1cal history, pain level, past or

‘current alcohol or drug use or abuse. In addition, there was no_ documentatlon concerning, among |

other things, referrals and/or consultation with other specialists, imetging or other objective
testing, informed consent regarding the risks of the controlled substances being used, any detalled

management plan for the patient and/or any documentation mdrcatmg drug screening, effortsto
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monitor .complianee and/or measures to ensure patient W.B. was not diverting controlled
substances or takmg add1t1onal controlled substances o | .

-62. Onor about February 13, 20 12, respondent saw patlent W.B. fora. follow upon
“chronic pain syndrome.” The note for this visit also 1nd1cated anxrety, depressmn, hepatitis C,
allergies and hives. 'Respondent indicated in his note that he was decreasing the hydromorphone

HCL (Dllaudld) and resuming methadone HCL. Respondent issued prescr1pt1ons for methadone

'HCL 10 mg (#90) 3 tabs daily and hydromorphone HCL (D11aud1d) 8 mg (#150) 1 2 tabs t.i.d,

' (combmed morphrne equ1valency dosage of 400 mg per day) The notes for the patient contacts

during thiis trme frame are cursory Phys1cal exammatlons were not performed or documented

. and respondentfaﬂed to document or obtain vital signs; and d1d not document past medlcal

- .hrstory, pain level, past or current alcohol or drug use or abuse. In addition, there was no

documentatmn concermng, among other thmgs, referrals and/or consultation with other

spemahsts 1mag1ng or other objective testmg, informed consent regardmg the risks of the .

controlled substances belng used, any detailed management plan for the patrent and/or any-

documentatxon indicating drug screening, efforts to momtor compllance and/or measures to
ensure patient W.B. was not diverting controlled substances or taking additional controlled |
substances. -

63. On or about March 16, 2012 respondent hada phone consult with patient W B. to

| follow up on “chronic pain syndrome.” Respondent continued to suffer from anxiety and

depression. Respondent issued prescnpnonsfor methadone l—lCL 10 mg (#90) 3 tabs daily and
hydromorphone HCL (Dilaudid) 8 mg (#150) 1-2 tabs t.i.d. (combined morphine equlvalency
dosage of 400 mg per day). Respondent also issued a pre'scriptio.n. for zolpldem tartrate (Ambien)

10 mg (#90) with no explanation as to why it was being prescribed. A lab request was made.

"The note for this visit is cursory. A physical examination was not performed or documented and

respondent failed to document or obtain vital signs;‘.and did not document past medical history,

pain level, past or current alcohol or drug use or abuse. In addition, there was no documentation
concerning, among other things, referrals and/or consultation with other specialists, imaging or

“other objective tésting, informed consent regarding the risks of the controlled substances being
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used, any detailed 'msnagement plan for the patient and/or any docnmentation indicait_in'g drug'
screening, efforts to monitor compliance and/or measures to ensure patient W.B. was not
drvertmg controlled substances or taking additional controlled substances .

- 64. On or about April 18,2012, respondent had an ofﬁce v1s1t with patient W.B. in which |
his lab results were reviewed. Respondent 1ssued prescnptrons for methadone HCL 10 mg (#150)
5'tabs daily (morphine equi\ralency dosage of 500 mg per dcy), methylphenidate (Ritalin) 20 mg
(#90) 1 .tab b.i.d., and hydrocortisone 5 mg (#60) l-2tabs in the afternoon: There was no

" explanation for the increase in the methadone HCL. The note for this visit is cursory. . A physical

examination was not performed or documented and respondent failed to document or. obtain vital-
sign_s; and did not document.past medical history, pain level, pastor current alcohol or drug use or
abuse. In addition, there»_was no documentation concerning, among othér things, referrdl's 'and/or

consultation With other specialists, imaging or other objective testing, informed consent regarding -

the risks of the controlled substances being used, any detailed management plan for the patient

.and/or any documentation indicating drug screenlng, efforts to monitor cornpliance and/or

measures to ensure pat1ent W.B. was not drvertlng controlled substances or taklng addltronal

controlled substances A
65. On or about May 11 2012, 1espondent had an office visit w1th patrent W. B to follow

, (13

up on responden chronic pam > The note for thls visit makes 'reference to, among other
things, depress1on, Hep C and 'that patient W.B. “using»Somal— needs refill” and “will use
hydromorphone instead of methadone.” Respondent issued prescriptions for hydromorphone
HCL (Dilaudid) 8 mg (#300) lO tabs daily (morphine equivalency dosage of 320 mg per day) and
carisoprodol (Soma) 3_50 mg (#60) 1 tab b.i.d. There was no explanation for discontinuing the

methadone HCL or prescribing the carisoprodol (Soma). Nor is there any indication who

previously prescribed the carisoprodol (Soma) to patient W.B. The note for this visit is cursory.

.A physical examination was 1ot performed or documented and respondent failed to document or

obtain vital signs; and did not document past medrcal history, pain level, past or current alcohol
or drug use or abuse. In add1t10n there was no documentat1on concermng, among other thlngs,

referrals and/or consultation with other specialists, imaging or other objective testing, informed
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taking additional controlled substances

consent regardlng the risks of the controlled substances being used any detailed management
plan for the patient and/or any documentation 1nd1cat1ng drug sereemng, efforts to momtor A
compliance and/or measures to ensure pati_ent W.B. was.not diverting controlled substances or
‘ j

66. On or about June 20 2012, respondent had an office VlSIt w1th patient W.B. to follow
up on respondent’ “ehromc pain,” depression and Hep C. The note for this visit indicates that
respondent discussed 1ower1ng the dose of hydromorphone HCL and the methadone HCL that
was just discontmued but there was no ratlonale documented for why he was lowering the’

dosages or starting patient W. B back on the methadone HCL. Respondent 1ssued prescriptions

‘for methadone HCL 10 mgg(#90‘) 3 tabs daily and hydromorphone HCL (Dilaudld) 8 mg (#150)

1-2 tabs t.i.d. (combined rnorphine equivalency dosage of .40.0 mg per day). Even though
respondent indicated he was lowering the dosages of the aforementioned opioids, he actually
increased the morphine ‘equivalenC}'l dosage from that of the prior visit. "[_‘he note for this visit is
cursory. A- physical examination was.'not perforrned or documented and respondent failed to
document or obtain vital signs; and did not document past-‘medical hiStory, pain level, pastor

current alcohol or drug use or abuse. In addition, there was no documentation concerning, among

- other things, referrals and/or- consultation with other specialists, imaging or other objective

testing, inforrned consent regarding the risks of the"controlled'substances being used, any detailed |
management plan for the patient and/or any documentation 1ndicatmg drug screemng, efforts to
monitor compliance and/or measures to ensure patient W B. was not divertmg controlled
substances or taking additional controlled substances. “ o

67. On or about August 29 2012, respondent had a phone consult with patient W B.to |
follow up on patlent W.B.’s “chronic pain,” depression and Hep C. Respondent issued |
prescriptions for methadone HCL 10 mg (#90) 3 tabs daily and hydromorphone HCL (Dilaudid) 8
mg (#150) 5 per day (combined morphine equivalency dosage of 400 mg per day) and zolpidem‘
tartrate (Ambien) 10 mg (#90) 1 tab per day (three month supply). The note for this visit is
cursory. A physical eXarnination ‘was not performed or documented and respondent failed to
document or obtain vital signs; and did not document past medical history, pain level, past or
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current alcohol or drug use or abuse. In addition, there was no documentation concerning,.amon'g
other things, refefrals and/or consultation with other specialists, iinaging or-other objective

testing, informed consent regarding the risks of the controlled substances being used, any detailed

management plan for the patient and/or any documentation indicating drug screening, efforts to

monitor oornpliance and/or measures to ensure patient W.B. was not diverting controlled
substances or takmg addmonal controlléd substances.

68. On or about October 3,2012, respondent had a phone consult w1th patient W B to -

_follow up on respondent’s “Cl.‘)I'OIIIC pain syndrome” and Hep C. The note for this v1slt indicates -

» “balancecl treatment program — doing well.” Respondent issued prescriptions for methadone HCL |

10 mg (#120):4 tabs daily and hydromorphone HCL (Dilaudid) 8 tng (#120) 4 tabs per day and
(combined morphine equivalency‘ dosage of '448 mg per day). There was no rationale for
inc_teasing the. methadone HCL from 3 to 4 tabs daily. ‘The note for this visit is cursory. A
physical' examinetion was not performed or documented and respondent failed to document or

obtain vital signs; and did not docurnent past medical history, pain level, past or current alcohol-

_or drug use or abuse. In addition, there was no documentation concerning, among other things,

 referrals and/or consultation with other specialists, imaging or other objective testing, informed

consent regarding the risks of the controlled substances being used, any detailed management
plan for the patient and/or any documentation indicating drug screening, efforts to monitor

compliance and/or measures to ensure patient W.B. was not diverting controlied substances-or

;taking additional controlled substances.

69. Onor about November 28, 2012 respondent had an office visit with patlent W.B.to

follow up on respondent’ s “chronic pam syndrome” and Hep C. The note for this visit appears to

mdxcate “meds working out last month” and needs Ritalin reﬁlled Respondent 1ssued
prescriptions for methadone HCL 10 mg (#120) 4 tabs dally, hydromorphone HCL (D1laud1d) 8
mg (#120) 4 tabs per day and (combmed morphme equivalency dosage of 448 mg per day) and
methylphenidate (Ritalin) 20 mg (#180) 1 tab b.i.d. . There is no rationale regarding the need for
the meth:ylphenidate (Ritalin) prescription. The note for tllis visit is cursory. A physical |

examination was not performed or documented and respondent failed to.document or obtain vital
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siénS' and did not document nast medical history, pain l'evel past or current alcohol or drug use or
abuse In addmon there. was no documentation concerning, among other things, referrals and/or
consultatron with other. spec1ahsts 1magmg or other objective testmg, informed consent regardrng
the risks of the controlled substances bemg used any detatled management plan for the patlent
and/or any documentat1on 1ndlcat1ng drug screemng, efforts to.monitor comphance and/or
measures to ensure patlent W.B. was not drvertlng controlled substances or takmg additional
controlled substances ‘ }

| '70‘. During the period of on or about December 24, 2012, to November 23, 2015,

respondent continued to have ofﬁce v1s1ts or phone consults on.a near monthly basis for pat1ent

W.B. s prlmary medical condltlons which; accordmg to the chart notes were listed as chronic

pam syndrome and hepatitis C During this perlod of time, patlent W.B. was 1ssued prescrlptlons :
and maintained on, methadone HCL 10 mg (#120) 4 tabs daily and hydrornorphone HCL |
(Dllaudld) 8 mg (#120) 4 tabs per day (combmed morphlne equwalency dosage of 448 mg per . -

, day) During th1s period of time, respondent also refilled patrent W.B.’s prescnpttons for

methylphenldate (thahn) 20 mg (#180) 1 tab b.i.d. (three month supply) approx1mately every |

three months;'? and zolpidem tartrate (Ambren) 10 mg (#90) l‘tab-per day 9 (three month supply)

approximately every three months.. The note for this visit is curso_ry., A physical examination was
not performed or documented and respondent failed to document or obta’in vital signs; and did not

document past medical h1story, pain level, past or current alcohol or drug use ot abuse. In

addmon there was no documentation concermng, among other things, referrals and/or

consultatlon with other specrahsts rmagmg or other objectlve testing, informed consent regarding‘

the risks of the controlled substances being used any detalled management plan for the patlent

.and/or any documentanon 1nd1cat1ng drug screenmg, efforts to monitor comphance and/or

measures to ensure patient W.B. was not diverting controlled substances or taking additional

controlled substances.

1111

' The CURES report for patient W.B. indicates that patient W.B. obtained 420 tablets of

- methylphenidate (Ritalin) between on or about March 14, 2014, and Aprrl 17, 2014
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7l. Respondent comm1tted £ross neghgence in his care and treatment of patient W B.,

which included, but was not 11m1ted to, the followmg

i

(a) ' Respondent repeatedly prescribed narcot1cs and controlled substances,

. to patient W.B. without obtaining an adequate history and without performlng

appropriate physical examinations including, but not limited to, obtaining a

_detailed history in regard to physical and/or mental health, consistently obtaining -

. vital signs revieWing and verifying prior medical treatment conducting a more

thorough review of symptoms and/or more accurately assessmg the pat1ent s actual
cond1t10n obtammg imaging or other obJectwe testmg, and, thus repeatedly
prescribed narcotlcs and controlléd substances to pat1ent W._B. without adequate '
juatiﬁdation; | | | | |
(b) Respondent repeatedly presc’ribed'narcotics and controlled subétances

to patient W.B. without adequate momtormg and without dxscussmg and/or clearly

documentmg an adequate treatment plan and/or funct1ona1 goals with stated

objectives for the patient’s care and treatment in regard to the narcotics and

controlled substances that were prescrlbed,

- (© Respondent repeatedly prescribed narcotics and controlled substanees

to patlent W B without adequate informed consent of the various risks associated

~ with the narcotlcs and controlled substances that were bemg prescribed and the

p0551b111ty of alternative non-narcotic thelaples
(d) Respondent repeatedly prescribed parcotics and controlled substances

to patient W.B. without seeking appropriate consultation from, or referring the

patient to, the appropriate medical specialist or specialists;

(e) Respondent repeatedly presbribed narcotics and controlled substances

to patient W.B. without reviewing CURES, without utilizing urine drug seree_ns, ‘

- without consulting with and/or obtaining records from prior treating physicians

and/or other risk screening tools;
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(f) © Respondent repeatedly _prescr'ibed narcotics and controlled substances

to patient W.B. despite indications. of addiction and ignored the findings of the
' pain 'management consultant of February 24, 2011;

(g) Respondent repeatedly prescribed narcotics and controlled substances
to patient W.B, Whlch exceeded the generally 'accepted maxlmum daily dosages for
opioids which increased the r1sk of harm to pat1ent W.B.;

(h) Respondent failed to properly evaluate and manage patient W B’ s
alleged chronic pam and elevated blood pressure; and

(1) Respondent falled to maintain adequate and accurate records in regard
to h1s care and treatment of ‘patient W.B. The records lacked ‘adequate: detail and
spec1ﬁc1ty and were often llleg1ble and/or difficult to decrpher | |
PATIENT C.B. '

72. ‘Onor about December 5, 2008 respondent began treatmg patlent C. B a then 62-

f’year old male, w1th a hlstory of self reported “numerous mJurtes” from a “taxtng (physical)

‘occupation.” Patrent C B. reported, among other things, that he had prior surgerres to his hand

right arm, hlp, knees and nose; he was taking hydromorphone, clomdme (used to treat high blood
pressure) and temazepam (used for-insomnia); and that his “health condition causes anxiety.” At

this visit, patient C.B s vital signs were recorded as lSO/ 100, heart with normal sinus rhythm,

lungs clear oxygen saturation 98% and pulse 75. Respondent recorded that pat1ent C. B used a

cane. Apart ﬁom the 1nformat10n on patient C B.’s “Patient Reglstratron Form,” there wasno

further history, no targeted physical exam, no locat1on 1ndlcated for any pa1n no pam scale, no

clarifying prior medical history questrons by respondent, and no men‘uon of patient C.B.’s

elevated blood pressure. Patient C.B. was prov1ded with a “Mutual Opioid Treatment
Agreement” that both he and respondent signed. Respondent did not periodically review the pain
contract with patient C.B. nor was it dlscussed in detail. Respondent 1ssued a prescription for
hydromorphone HCL (hydrochloride) 8 mg (#3 60) 3 tablets q.i.d. (morphine equivalency dosage
of 384 mg). Respondent s note for this visit is cursory and there was no documentation

concerning, among other things, past imaging and/or testing, past referrals and/or .consultation
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with other specialists, 1nformed consent on the risks of oplate use or other possible alternattves to |

0p101dS and no detailed management plan for the patient.

73. " On or about December 6, 2008, to on or about July 12 2009, respondent had contact

with patlent C. B on a near monthly basis through elther phone consults or office visits. During

this period of" t1me, respondent mamtamed pat1ent C.B. on hydromorphone HCL 8 mg that was
generally titrated up from (#360) 3 tabs g.i.d. per month (morphme equ1valency does of 384) to
(#480) 4 tabs q.i.d. per month (morphme equwalency does of 5 12) Durmg this time frame,

respondent also issued prescriptions on January 5 2009, and June 22, 2009, for morphlne sulfate ,

‘(MS Contin) 100 mg (#20) (morphme equlvalency dosage of 100 mg) ; and diazepam 2l 10 mg

(#30 or #50)?2 one- “half tab to 1 tab on February 24,2009 and March 11, 2009
74.  On or about Tuly 13 2009 respondent had aphone consult w1th patrent C. B in which

he indicated he was drlnkmg more alcohol (even though he had previously 1ndtcated at h1s 1n1t1al

.'v1s1t that he did not drink alcohol) w1th the chart note 1nd1cat1ng anger ? The note for the v1s1t

indicates, among other th1ngs discontinue beer and ten day cleanse.
75. - During on or about July. 14, 2009 through on or about February 15 2010, respondent

had contact ‘with patlent CB. on a near monthly basis through one office v1s1t on July 22, 2009,

‘ and then phone consults for each month thereafter, in regards to the patient’s alleged chromc ,
- pain syndrome and other health issues. On or about July 222009, respondent filled out a

. County of San Dlego Health and Human Services Agency form for patient C.B., in regard to an’

In-Home Supporuve Serv1ces evaluation, WhlGh listed, among other things, diagnoses of chronic

pain syndrome, rnultiple_ sl;eletal injuries, and chronic narcotic use. Respondent also noted on the

form that patient CB. had, on occasion, “overused meds like Valium and alcohol.” During this

2 The addition of the morphine sulfate (MS Contin) to the equation increased the
extremely high morphine equivalency dosage dnother 100 milligrams.

L Diazepam (Valium) s a Schedule IV controlled substance pursuant to Health and Safety .
Code section 11057, subdivision (d), and a dangerous drug pursuant to Business and Professions

‘Code section 4022, When properly prescribed and indicated, it is used to treat anxiety.

2 Respondent’s notes appear to indicate 50 tabs while the CURES report and an
authonzatlon form indicate 30 tabs.
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period of time, respondent maintained patient C.B. ‘on hydrornorphone HC‘L 8 mg (#480) 3-4 tabs |
g...d. (morphme equlvalency dosage of 512 mg). The chart notes. during this period of tlme are
cursory Physwal exammatwns were not performed or documented and. respondent falled to
dooument or obtain vital signs, past medical history, past or current alcohol or drug use or abuse,
pain levels, toc_ation of any :pain, and/or functional' abilities. In addition, there was no
doeumentation concerning,; arnong other things, past imaging and/or testing, referrals and/or-
consultation with other specialists, the risks of optate use, any detaited management plan for the -
patient and/or any documentation indicating periodic drug screening, efforts to monitor

compliance and/or measures to ensure respondent was not diverting controlled substances or

taking additional controlled substances.

76. On or about February 16 2010, respondent had a phone consult w1th patlent C B. to
follow up on n his “chronic pain syndrome The note for thrs v1s1t indicates “worries about

med[ication] stoek. Respondent increased the pa’uent’s prescr1pt10n to hydromorphone HCL 8

mé (#5 10) 5 tabs in‘the‘mormng and 4 tid. (morphine equivalency dosage of 544 mg). The chart |

notes for this visit is cursory. No phys1ca1 exam1nat10n was performed or documented and
respondent failed to document or obtam vital srgns past medical h1story, past or current alcohol

or drug use or abuse, pain levels, location of any pain, and/or functl_onal ablhtles. In addition,

there was no'documentation concerning, among other things, why the hydromorphone HCL- -

prescr1pt10n was belng t1trated up, past 1mag1ng and/or. testmg, 1eferra1s and/or consultatlon w1th

other specxahsts the risks of oprate use, any detailed management pian for the patlent and/or any |

documentat1on mdlcatlng periodic drug screening, efforts to momtor comphance and/ Or measures
to ensure patient C.B. was not diverting controlled substan_ces or takmg additional controlled

T

substances

77.  During on or about February' 1'7 2010, to on or about May 22, 2011 respondent had '

| ~contact w1th patlent C.B. ona near monthly baSIS through two office visits on July 6, 2010, and

August 5 201 0, and phone consults, for the other months, in- regard to the patlent s alleged
“chronic pain syndrome” and other health issues. Patient CB had hand surgery at some time in
April 2011 with: partial amputation of the distal right third and fourth digits. During this period
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of time, respondent maintained patient CB. 'on hydrornorpho.ne HCL 8 mg (#510) 5 tabs ln the
mornrng and 4 t.i.d. (morphlne equrvalency dosage of 544 mg). The chart notes for the patlent
encounters by phone or: ofﬁce visit are cursory No physrcals were performed or documented
(w1th the except1on of a minimal examination on August 5, 2010) and respondent failed to
document or obtam vital signs, past medlcal history (apart from the hand surgery), past or current

alcohol or drug use or abuse, pain levels location of any patn (with the exception of a references

to patient C.B.’s “hand flarmg”) and/or functlonal abthnes In addition, there was no

documentation concerning, among other tlnngs, referrals and/or consultatton with other

specralrsts (besrdes a general reference to patient C.B.’s hand surgery), the risks of opiate use, any

_ detatled management plan for the patient and/or any documentation indicating periodic drug

screening, efforts to monltor compllance and/or measures to ensure patlent C.B. was not dlvertmg
controlled substances or taking additional controlled substances.

X 78. On or about May 23 2011, to onvor about September 18, 2011, respondent had

,- contact with patlent C. B through phone consults in regard to the patient’s alleged “chromc pain -

syndrome” and other health issues. Durmg this perlod of tlme respondent mamtamed patlent '
C.B. on hydromorphone HCL 8 mg (#420) 5 tabs in the morning and 3 tabs t.i. d (morphme
equlvalency dosage of 448. mg). The chart notes durmg this perlod of trme are cursory. There
was no justification prov1ded for tttratlng down the hydromorphoneHCL Physwal exammatlons
were not performed or documented and _respondent f_arled to document or obtain vital signs, past .
medical history, past or current alcohol or drug use or abuse, pain levels (except for ‘July 15, 20‘1 1
[pain level of 4- 5 out of lO]) Jocation of any pain, and/or functional abilities. In addition, there
was no documentation concermng, among other thmgs past imaging and/or testing, referrals
and/or consultatlon with other specialists, the r1sks of oplate use, any detailed management plan
for the patrent and/or any documentation 1nd1cat1ng penodlc drug screening, efforts to monitor
cornpllance and/or measures to ensure patient C.B. was not dlvertmg controlled substances or
takmg add1t1onal controlled substances. |

79.  On or about September 19,2011, respondent had a phone consult w1th patlent CB.

~where he followed up on patient C. B ’s “chronic pain,”. The note for this visit indicates
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“multlple bone and joint 1n)ur1es exams rigidity of spine, ﬂex1on of 65%, deformrtres of bllaterali
hand Jomts due to arthritis, limited grip strength neck tender with LOM (loss of motion) all
drrectrons ” The dragnosrs was D J.D. (degenerative Jomt disease) multiple joints and chromc
pain. syndrome Respondent recommended to get a power mobility- device and filled out the

necessary forms including a power mobility device evaluatron form, in which respondent

" indicated, among other things, that patient C B. had moderate upper body weakness, moderate
‘ upper body pam partially limited upper body range of motron severe lower body pain and

partrally limited lower body range of motron Respondent 1ssued a prescrrptlon for .

hydromorphone HCL 8 mg (#420) 5 tabs in the morning and 3 tabs t.i. d (morphine equivalency |
dosage of 448 mg) ‘There was no physwal exam1nat1on and respondent falled to document or
obtain vital si gns, past medical hrstory, and past or current alcohol or drug use ot abuse In
addrtlon, there was no documentation concernlng, among other things, past imaging and/or
testmg, referrals and/or consultatron with other specrahsts the risks of opiate use, any detalled
management plan for the patrent and/or any. documentatlon 1ndrcat1ng periodic drug screemng,
efforts to monitor complrance and/ or measures to ensure patient C. B. was not drvertrng controlled
substanees or takrng addifional contlolled substances _ .

80. Durmg the perlod of on or about September 20 2011, to on or about lanuary 30,
2012 respondent had near monthly contact with patlent C.B. through phone consults and one
ofﬁce vrsrt of October 28,2011. During this perrod of time, respondent maintained patient C. B
on hydromorphone HCL 8 mg (#420) 5 tabs in the mormng and 3 tabs t. 1 d. (morphme
equ1va1ency dosage of 448 mg) The chart notes during this perlod of time are Cursory. Physrcal
examinations were not performed or documented and respondent failed to document or obtarn
V1ta1 signs (except for October 28, 2011, 1ndrcatmg blood pressure 176/104 [that wasnot
addressed by respondent] and pulse of 56), past medical history, past or current alcohol or drug
use or abuse, pain levels (except for October 28, 2011 [indicating pain level of “3-4 eontrolled”])‘
and/or functional abilities. In addition, thére was no documentation concerning,.among other

things, past imaging and/or testmg, referrals and/or consultation with other specrahsts the risks of _

-opiate use, any detailed management plan for the patlent and/or any documentatlon indicating
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periodic drug'screening, efforts. to monitor compliance and/or measures to ensure patient C.B.
was not divertmg controlled substances or taking addttional controlled substances.

-l On or about Febiuary 1, 2012, through July 31,2012, respondent had contact With
patient C.B. on a near rnonthly basis through phone consults for follow up on his diagnoses of
chironic pa1n and degeneratlve joint disease and other health issues. During this period of time,
respondent maintained pat1ent C. B on hydromorphone HCL 8 mg (#510) 5 tabs in the morning
and 3 tabs q.i.d. (morphme equivalency dosage of 544 mg). The pain level for February 1, 2012,

was listed as 3-4 (which was the same pain level recorded on November 10, 2011), and there was.

no detailed justification documented as to why respondent titrated up the dosage of the

hydromorphone HCL apart from a note in the chart indicating “cold weather makes j oints Worse.”
The notes during this period of time are cursory ‘ Physical 'exarninations were not perfvormed or

documented and respondent failed to document or obtain vital signs, past medical history, past or
current alcohol or drug use or abuse, pain levels (except for February 1,2012 [pam 3- 4], and July

2,2012 [pam level 6]), location of any pain, and/or functlonal abrhtles In additlon there was no.

documentatlon concernlng, among other things, past imaging and/or testmg, referrals and/or

consultation with other spectalists (except for a notation on July 2, 2012, to “check with hand

surgeon”23 and “also need GI endoscopy”) the risks of opiate use and/or other controlled

substances, any detailed rnanagement plan for the patient and/or any documentatron 1ndlcat1ng ’

periodic drug Screening,'efforts to rnonitor compliance and/or measures to ensure patient C.B._
was not drvertlng controlled substances or takmg additional controlled substances

- 82.  On or about August 1,2012, respondent performed a physmal exammation on patlent
C.B. in regards to obtaining a power assrsted mobrhty devrce Tl’llS phys1cal examinauon was the
only comprehenswe exarnlnatlon done by respondent during the time he saw patient C.B. The
note for this visit. mdicated among other things pain levels (betWeen 710 9 out of 10) and
locations of pain, range of motlon hmitations, vital signs, and diagnoses of degenerative Jomt

disease, chronic pam and that patient C. B s condition had an impact on his activities of daily

2% The note for J uly 2, 2012, states, in pertinent part “hand bothering check wrth hand
Surgeon. » The note contains no more speciﬁcs concerning patient C.B.’s hand. .
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living. Patient C.B. had an elevated blood pressure of 180/100 that was not adclressed by

respondent. As part of th1s visit, respondent refilled patlent C.B.’s prescription for

hydromorphone HCL 8 mg (#510) 5 tabs in the mormng and 3'tabs q.i.d. (morphme equrvalency

dosage of 544 rng) Durmg this visit, there was no documentation concermng, among other

things, past imaging and/or testmg, referrals and/or consultatlon W1th other specxahsts the risks of

" opiate use and/or other controlled substances any - detailed management plan for the patient -

and/or any documentation 1nd1cat1ng:perlodlc drug screening, efforts to monitor comphance
and/or measures to ensure ‘patient C.B. was not diverting controlled substances or taking |
additional controlled Substances This was the last office visit that respondent had with patient .,
C.B. and all remaining contacts with patlent C.B. were phone contacts | |

| 83, Durmg the remamder of 2012, from on or about August 2, 2012 to December 31

2012, respondent had contact with pat1ent C. B on a near monthly basis th1 ough phone consults

for follow up on his diagnoses of chromc pain and degeneratwe joint d1sease and other. health

“issues. During this perlod of time, respondent mamtalned patient C. B on hydromorphone HCL 8|

mg (#51.0) 5 tabs, in the morning and 3 tabs q.nd.'(morphme equlvalency dosage of 544 mg). The
chart notes during this petiod of time are cursory. Physical examinations were not-performed or

documented 'and respondent failed to document or obtain'vital signs, past medical history, past or |-

.current alcohol or drug use or abuse, pam Jevels and/or functional ab1ht1es In addition, there was

no documentatlon concermng, among other things, past imaging and/or testing, referrals and/or
consultation with other specialists, the risks of opiate use, any detarled management plan for the
patient and/or any documentatlon indicating perlodlc drug screening, efforts to monitor

comphance and/or measures to ensure patient C.B. was not d1vert1ng controlled substances or

taking add1t1onal controlled substances.

84, Durmg 2013, respondent had contact w1th patient C B.ona near monthly ba31s
through phone consults on January 28, February 22 [or 27], March 21 April 20, May 28, June

28, August 2, 2013 for follow up on patrent C.B.’s diagnoses, other health issues, and/or for
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“objective testing or imaging,

medication reﬁlls.24 Ori'or about May 7, 2013, Walgreen’s,Pharmacy requestéd “a diagnosis |
code and/or medical justification” for patient’s C.B.’s hydr,ombr’-phone prescription. Respondent

faxed back a note indicating “Chr_onié pain syndrome due to muitiple traumatic injuries — known -

| narcotic user for years on"disabilit}?”‘and indicéted an ICD-9.code of 338.14 (chronic pain

syndrome). (Emphasis in original.) ‘Duri_ng,this.period. of time, respondent maintained patient :
C.B. on hydromorphone HCL 8 mg (#510) 5 tabs in the morning..and. 3 tabs q.i..d. (morﬁhi_ne .
equivalency dosage of 544 mg). Th’e chart noAtes\ during this 'pefiod»éf time are.cursory.25 |
i’hysiqal examina’gi'ons were not per,formed.or documented and fcspc’mdént failed to document or |

obtain: vital signs, past medical history, past or current alcohol or drug use or abuse, pain and/or

functional abilities. In addition, there was 1o documentation concerning, among other things,

past imaging and/or testing; referrals and/o_r corisultation with other specialists, the risks of opiate - N
use, any aétailéd management plan for thei)atient and/or any docurrieﬁtation indicating pefiqdic |
drﬁg séreening, efforts to monitor compliance and/or measures fo ensure patient C.B.' was not'
diverting controlled Stlbsténcés of taking additjbnal cohtroued substances. |

85 Dur;ing .20121, respondent had éontac_:t with patient CB through near monthly'phone. ‘

consults® to follow up on his diagnoses, other health issues, and/or for medication refills. On or

‘about March 5, 2014, respondent s_eht a facsimile to CVS Caremark which stated the following:"

“] began treating M. [C.B.] on December 5, 2008, as a new patient for
me. He has a long history of narcotic usage to control pain from multiple'injuries -
while working on the railroads. He was Hydromorphone 8 mg tablets when I first
saw him. He had evidently used other pain meds previously. He is a registered
narcotic user, for severe degenerative joint disease in multiple areas. Any change in
medication would produce withdrawal reactions. See copies of medical reports.” .

- 2 Due to the brief and cursofy nature of fespondent’ s chart notes, it’s not clear whether
respondent actually spoke with patient C.B. for each date listed in the chart notes; or if some of
the notes were just to indicate medication refills. : S ‘

: 25 Respondent’s chart notes for 2013 consist of handwritten notes, that are difficult to -
decipher, which cumulatively fit on a single sheet of paper. Any statements about respondent’s
condition are brief and conclusory with no mention of any targeted physical examinations and/or

26 Respondent’s chart notes for 2014 indicate the following dates: February 3, March 5,
April 2, May 2, May'19, June 30, July 30, September 3, October 1, October 31, November 24,
and December 19,2014, ‘ '
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Duﬁng 2614, respondent maintained patient C.B. on hydroﬁomhone HCL 8 mg #510) 5
tabs in the mornihg and 3 tabs q1d (rriprphine_ cquivalehcy dosé.ge_of 544 mg). The chart notes
dﬁring_ this period of time are cursory. Physical examinations were not performed or documented
and respondent failed to document or obtain vital signs, past medical history;' past or current
alcohol or drug uéé or abuse, pain level (except for May 19, 2014 [pain level of 3-4 with ﬁO'
Jocation i:ndicated] and October 31, 2014 [pain level of 4-5 with no location indicated]) and/or | _

functional abilities. In addition, there was no documentation concerning, among other things,

- past imaging and/or testing, referrals and/ or consultation with other specialists, the risks of opiatc

use, any detailed management plan for the patient and/or ény documentation indicating pcfiodic
drug screeﬁing, efforts to monit@r complianée and/or measures to ensure patient C.B. was not
diverting controlied‘spbstances. or taking additional controlled substances. _ ‘

86. During 2015, respdndcnt,'had. contact with patient CB. fhrougﬁ near monthly phone
consults®’ to follow up on'his diagnoses of chronic pain and degenerative joint disease, other
health issues, .and/or for -medication reﬁHsl. Dﬁring 201 5, resporid_eﬁt maintained patient C.B. on

hydromorphone HCL 8 mg (#510) 5 tabs in the morning and 3 tabs q.i.d. (morphine equiValehcy

‘dosage of 544 mg). Respondent also issued prescriptions for temazeparh 30 mg (#30) 1 tab daily |

on September 16, 2015 and October' 19,-“201'5.28 The chart notes during this period of time are
cursory. Physical examinations were no’_c_pelfformed or documented and _respondeﬁt failed to
document or obtain vital signs, past medical history, pelst or current 'alcoho'l or drug use or abuse,
pain level (excépt for April 24, 2015 [pain level Qf 3-4 'with no locatién indicated] and November

18, 2015 [pain 1evei of 4-5 withno locatien indicated]) and/or funct_iohal abilities. In addition, .

| there was no documentation concerning, among other things, past imaging and/or testing,

referrals and/or consultation with othet specialists, the risks of opiate use, any detailed

2" Respondent’s chart notes for 2015 indicate the following dates: January 21, Febtuary

23, March 27, April 24, May 27, June 29, July 22, July 29, August 17, September 16, October 19,

November 18 and December 14, 2015.

28 Temazepam (Restoril®), a benzodiazepine, is a Schedule IV controlled substance
pursuant to Health and Safety Code section 11057, subdivision (d), and a dangerous drug
pursuant to Business and Professions Code section 4022. When propetly prescribed and
indicated, it is used for patients with short term insomnia. o
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management plan for the patient and-/or any documentation indicating periodic drug screening, -
efforts to monitor compliance and/or measures to ensure patient C.B. was not diverting conttolled_
substances or takmg additional controlled substances |
87. Respondent committed gross negligence in his carle and treatment of patlent C.B,,
which included, but was not limited to, the followmg |
(a) Respondent repeatedly prescnbed narcotics and controlled substances
to patient C.B. without obtammg an adequate hlstory and without performmg
appropriate physical exammattons including, but not limited to, obtaining a )
detailed history in regard to .physioal and/or mental health consistently obtaining '
v1ta1 signg and pain scales, rev1ew1ng and verlfymg pI‘lOI‘ medical treatment,
' conductlng a more thorough review of symptoms and/or more accurately assessmg
the patient’s actual condition, obtaining i imaging. and/or other Ob_] ect1ve testmg,
'and, thus, repeatedly prescribed narcotics and cont_rolled substances to patlent C..B.
without adequate. justiﬁcattibn' | _ |
(b) Respondent repeatedly presenbed narcotics and controlled substances
to patient C. B. w1thout adequate momtorlng and w1thout d1scussmg and/or clearly '
documenting an adequate treatm_ent plan and/ or funct10nal goals with s_tated
' -ohj ectives for the patient’s care and treatment in regard to the narcotics and
eo_ntrolle_d substances that were prescribed; |
©) Respondent repeatedly prescribed narcotics and controlled substances
| to patient CB without adequate informed eonsent of the various risks assoeiated
with the narcotics and controlled suhstances_ that were being prescribed and the |
-possibility of alternative 'non:narcotic therapies; ..
(d) Respondent repeatedly prescnbed narcotics and controlled substances
to patient C.B. w1thout seeking appropnate consultation from or referring the
patient to, the appropriate medical specialist or specialists;

i
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(e) AReSpon_dent. rep_eatedly prescribed narcoties and controlled substances
to ,patient‘C'.B. without revieWing CURES, without utilizing urine drug screens, |
- without.consulting with and/or obtaining records from prior treating physicians
A and/or other risk scre'ening tools' | .
(f) Respondent repeatedly prescrlbed narcotics and controlled substances o
to patrent C.B. despne 1ndlcat10ns of abuse and/or add1t10n to the narcot1cs and .
| controlled substances that were being prescnbed
() Respondent repeatedly prescribed narcotlcs and controlled substances_
o patlent C. B which. exceeded the generally accepted maximum da11y dosages for
opioids which increased the risk of harm to patient C.B.; _
‘v(h) Respondent failed to properly .evaluate and r_nanage patient C.B.’s
: alleged chronic pain and elevated blood pressure and |
(1) Respondent farled to mamtaln adequate and accurate records in. regard
'to his care and treatment of patlent C. B The records lacked adequate detall and
. spec1ﬁc1ty and were often 111eg1b1e and/or dltﬁcult to decipher. |
* PATIENT M.O. | |

88. On or about J uly 12,2010, respondent began treatmg patient M. O, athen 21-year old |

_male, with a self-reported htstory of Attent1on Deficit Hyperactivity Disor der (ADHD) and

anxiety. According to respondent, patient M. O had a troubled hrstory and had been sodomlzed
by his father and an uncle from ages 5 through 7, and was now “staymg with [an] adult mentor,”
one of respondent’s other patlent’s who was assisting’ pat1ent M.O., and prov1d1ng guidance to
him. Patient M.O. was trying to return to commumty college to obtaln some college credits. As
part of his history, patient. M 0. failed to fill out the section of the his Patient Registration Form
and a Metabohc Assessment Form related to alcohol usage and there were no follow up quest1ons

by respondent regarding alcohol usage. At tlns initial visit, respondent obtained vital signs and

the only physical examination was of the heart, and lungs with a notation that h1s heart had NSR

(normal sinus rhythm) with no murmurs and the lungs were clear A pain level of zero was

obtained. Respondent’s note indicated patient M.O. had “some court stress” without any
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additional explanation. Respon‘dént’s file for patient M.O. contains a Mutual Opioid Agreement
dated July 2, 2010, that was Signed by respondent and patient M.O. Respondent did not

periodically review the pain contract with patient M.O. nor was it discussed in detail. On this

“visit, resﬁondent issued a prescription of amphetamine salts (Adderall)® 20 mg (#180) 2-3 tabs

b.id. (twice 2 day). Respondéﬁt did not provide a referral to a mental health provider at this v_isit

or at any other time. In regafd to the Adderall prescription, respondent took no steps to confirm -

whether patient M.O. had, in fact, previously been on Adderall at any time. There was no -

documentation coﬁceming, amoﬁg other thihgs, the risks c;f opiété use,.any detailed manﬁgement
plan for the paﬁent and/or any .docu'rr-lehtation indicating any drug screening or CURES review
prior to f)rescribihg the.Adaerall. | | _I | | B |

- 89. Oh or about Aﬁguét 30, 2010, 'respondent‘had a visit with pétient MO to fo_llow ﬁp
on the diagnosié of ADHD. Tile note for thissvisit indicates, émong other ’_things, “gdoci results
with 60-80 mg Adderall” and “had used kanax before sleeping...” Réspon'de"nt iss'.uéd a
presbription for ‘amphetar.niﬁn'e salts (Adderall) 20 mg (#180) 2-3 tabs b.i.d. and addeda
prescription for alprazolam (Xan_ax)3 %1 mg (#120) 1 tab q.i.d. (fbur' times a day). In regard to the
new alprazolam prescription, respondent took no steps to confirm whefher.pgtient M.O. had, in
fact,v previous;l_y' been th1 alprazolam»(}.{anax) at any time. The chart note fof this viéi't is cursory.
A physical exa_minatioﬁ was not performed or do_cu_r'nenfed and respondent failed to document or
obtain vital signs, past medical history, past or current alcohol or drug use dr abus-e. In addition,
fhere_was r;o docxéﬁlentation concerﬁing, among other things, ,referrals‘ and/or consultation Withl ’

other specialists, informed consent regarding the risks of the risks of the controlled substances

2 Adderall® is a brand name for dextroamphetamine and amphetamine, a Schedule II
controlled substance pursuant to Health and Safety Code section 11055, subdivision (d),and a
dangerous drug pursuant to Business and Professions Code section 4022. When properly
prescribed and indicated, it is used for attention-deficit hyperactivity disorder and narcolepsy.
According to the DEA, amphetamines, such as Adderall®, are considered a drug of abuse. “The
effects of amphetamines and methamphetamine are similar to cocaine, but their onset is slower

-and their duration is longer.” (Drugs of Abuse — A DEA Resource Guide (2011), at p: 44.)

30 Aipr'azolam (Xanak@), a benzodiazepine, is considered a drug of abuse by the DEA.

.According to the DEA, “abuse is frequently associated with adolescents and young adults who

take the drug orally or crush it up and snort it to get high.” (Drugs of Abuse — A DEA Resource

Guide (2011), at p. 53.) .
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| being used or prescribed, any detailed management plan for the patient and/or any documentation

indicating drug screening, efforts to monitor compliance and/or measures to ensure patient M.O.
was not dlvertrng controlled substances or takmg addltlonal controlled substances.
90. On or about September 24, 2010, respondent had an ofﬁce visit w1th patient M.O.

wherein he tested for any sexually transmitted dlseases (STD’s) with a negative test result. On

: thrs visit, respondent plescrlbed amphetamme salts (Adderall) 20 mg (#180) 2-3 tabs b.i.d. and

added a prescnptlon for dtazepam (Valium) 5 mg (#90) 1 tab t.i.d. The chart note for this v1s1t is
cursory *A physical examination was not performed or documented and respondent failed to
document or obtam vital sxgns past medlcal h1story, past or current alcohol or drug use or abuse :

In add1t1on there was 1o documentatlon concermng, among other things, referrals and/or

,consultatlon with other spec1ahsts mformed consent regarding the rtsks of the rlsks of the

controlled substances bemg used or prescrlbed any detatled management plan for the patlent
and/or any documentation mdlcatmg drug screemng, etforts to monltor comphance and/or
measures to ensure patient M.O. was not diverting controlled substances or takmg addltlonal .
controlled substances o

91. Onor about November 12 201 0, respondent had an office visit w1th pattent M. O in
which respondent issued prescr1ptlons for amphetamme salts (Adderall) 20.mg (#1 80) 2-3 tabs ‘
b.i.d. and added a prescnption for diazepam (Valium).5 mg (#90) 1 tab t.i.d. The chart note for
this visit is cursory LA physmal exammatlon was not performed or documented and respondent -
falled to document or obtaln vital signs, past medical hlstory, past or current alcohol or drug use
or abuse. In addition, there was no documentation concerning, among other th1ngs,. referrals,
and/or consultation with other specialists,' inforrned consent regarding the risks of the risks of'the
controlled substances being used or prescribed, any detailed management plan for the patient

and/or any documentation indicating drug screening, efforts to monitor compliance and/or

3! In fact, the only information for this visit is respondent’s handwritten notes about the
two prescr1pt1ons he issued on November 12, 2010. This is set forth or approximately one-
quarter of a page that mcludes handwritten notes regardmg four other dates.
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measures to ensure patient M.O. was.not diverting controlled substances or taking additional

controlled substances.

9.2. On or about December 23, 2010, réspondent had évisit with paitient M.O. conéeming
a pdssibie shoulder fracture and torn rotator cuff. No imaging was obtained déspite the pc')ssible
shoulder fracture of torn rotator cuff., As part of this vis‘ft, ré:_sponderif prescribed oxycodone HCL
APAP (\Percoce’c)z'2 7-.5/500 mg (#40) litab.ever)I/ 4 hours. The chart note fof this visit is cursory.
A physical exafnination wa§ not performed or documented and respondent failéd' to document or
obtain vita] signs, past medical history, past or current alcohol or drug use or abuse. In addition,'
there was no dopuméntati_on concerning, afnong other things, referrals aﬁd/or consultétion wifh :

other specialists, informed consent regarding the risks of the risks of the controlled substances

| being used or prescribed, any detailed management plan for the patient and/or émy' documentation-

indicating drug screening, efforts to monitor compliance and/or measures to ensure patient M.Q.

was not divertihg con’crb'llqdisu'l:)sténces or taking additional contréﬂed substances. |

93. On or about Janﬁary 7,2011, respohdéht issued Aaﬁotheli prescription for oxycodone
HCL ‘A‘PA.P (Percocet) 7.5/500 mg. (#40)'1. tab evéry 4 hours. Thenote for this visit indicates
“last refill rﬁust see orthopedic for refill.” The éhart ﬁote for fhis visit is cursory. A phyéical
examination was not perfbrmed or docunient_ed_'ahd feSpdndent failed to ddcﬁment or obtain vital
signs, pasf rﬁedical history, past or curreﬁfﬁ alcohol qr_dpug use or abuse. In additidn; there was no
docum'éntatibn concerning, émoﬁg other things, informed consent regarding the risks of the . |
controlled substances being used, :élny detailed rﬁana‘gcment plan? for the patiént and/or any -

documentation indicating drug screening, efforts to monitor compliance and/or measures to

‘ensute patient M.O. was not diverting controlled substances or taking additional controlled

substances,

94. On or about June 6, 2011, respondent had an office visit with patient M.O. and

assessed him with bipolar disorder and depression with “symptomatic [increase dﬂ alcohol.”

32 Percocet® is a brand name for oxycodone and acetaminophen, a Schedule II controlled
substance pursuant to Health and Safety Code section 11055, subdivision (b), and a dangerous .
drug pursuant to Business and Professions Code section 4022. When properly prescribed and =
indicated, it is used to treat moderate to moderately severe pain. . ' '
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Vital signs were taken for this visit which indicated blood.plfessufe of 145/93 and pulse of 82.
The elevated blood pressure of 145/93 was not further evaluated or addressed by responden’t..
Déspite the new assessment of bipolar disorder, combined with the prior 'diégnoses of ADHD and

anxiety, respondent did not refer out, or seek, a mental health consultation. Respondent issued _

prescriptions for Depakote 250 mg (#90) 1 tab t.i.d. with 2 refills; alprazolam (Xanax) 1 mg

(#100) 1 tab 3-4 times daily; and some other illegible medication. The chart note for this visit is
cursory. A physical examination was not performed or documented and respondent failed to

document or obtain past medical history, information regarding past alcohol or drug abuse or

specifics regarding current alcohol® or drug use or ablise. In addition, there was no
‘documentation concerning, among other things, informed consent regarding the risks of the

 controlled substances being used, any detailed management plan for the patient and/or any

documentation indicating drug screening, efforts to monitor compliance and/or measures to

ensure patient M.O. was not diverting controlled substances or taking additional controlled

subsfaﬁc’es. _

95. Onor about June 24,2011, respondent had an office visit with .patienf M.O. to folldw
up Qn' increased apxiefy, “sorﬁe parano.ia,’,’ and patient M.O. “hbt sleeping.” Vital signs were -
taken for this visit which indicated blood pressure of 145/95 and pulse of 80. Despite an inérease
in anxiety, a new symptom of paranoia, patieﬁt M.O. “not sleeping” and the prior assessment of
.bipbiar disdrdef3 “and depression, respondenfdid not refer out to, or seek consultation with, a

mental health specialist at this time or at.any other tithe during his treatment of patient M.O.

“ Respondent issued a prescription for zolpidem tartrate (Ambien) 10 mg (#30) 1 tab a day and

patient M.O. reﬁlléd his prescription for alprazolam (Xanax) 2 mg (#120) 1 tab 3-4 times daily.

The note for this visit also indicates a prescription for Seroqﬁ’el XR?® which, according to

33 While respondent indicated “symptomatic [increase of] alcohol” there Was 1o
information obtained or documented regarding any prior drinking pattern or usage or the current

drinking pattern or usage by patient M.O.

3 During his physician interview, respondent was asked how many patients he typically
treated with bipolar disorder in a month, if any, and respondent answered “maybe I would have to
say none in a month.” ' :

3% Seroquel XR (quetiapine) is an oral antipsychotic drug prescribed for the treatment of
(continued...)
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respondent, was never. used because it was too expensive. The chart note for this visit is cursory

- and difficult to dec1pher A phys1ca1 examination was not performed or documented and

respondent-did not document past medical history, 1nformatron regarding: past or current alcohol

or drug use or abuse. In addition, there was no documentation concerning, among other things,
informed consent regarding the risks of the controlled substances being usecl, any detailed
management plan for the patient and/or any documentation-indicating drug screening, efforts to
rnonitor compliance and/or measures to ensure patient M.O..was not diverting controlled
substances or taking additional controlled su'bstances‘.

96. Onor about June 30, 2011, respondent had a phone consult with patient M.O. t)vho

‘indicated he was unable to sleep with just one tab of Ambien and that patient M.O. would take a.

second Ambien 45 minutes later and “gets good sleep ? For this visit, respondent recorded a pain

level of 0, depressmn mrld socral act1v1t1es — school and no side effects. Respondent also noted|

that patient M.O. “felt rested” and his Xanax usage was decreased using another medlcatlon

(1lleg1ble on the chart note) and the prevrously prescribed Depakote. A physrcal exammatlon was
not performed or documented and respondent d1d not document past medlcal hrstory, information
1egard1ng past or current alcohol or drug use or abuse. In add1t1on there was no documentation -
cdncerning, among other thmgs referrals and/or consultatlon with other specialists, informed.
consent regardrng the risks of the controlled substances bemg used; any detailed management
plan for the patlent and/or any documentat1on indicating drug screening, efforts to momtor

compllance and/or measures to ensure patlent M.O. was not diverting controllecl_ substances or

,takmg add1t1onal controlled substances.

97.. On or about July.12, 2011, respondent had an ofﬁce visit w1th pattent M.O. to follow
up on 1ned1cat1ons and his bipolar dlsorder Patient M.O. also complamed of further swelling
rlght groin for a month and burning anal pain right side for one week. The'assessment was
lymphadenitis (svtelling or inflammation of the lymph notes). There is no management plan

listed.for the new complaints and no 'lndication of any further evaluation. Respondent prescribed

(...continued) , .
schizophrenia and acute treatment of manic or mixed episodes associated with bipolar I disorder.
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zolpldem tartrate (Ambien) 10 mg (#30) 2 tabs a day; alprazolam (Xanax) 2mg (#120) Yaorl tab
q.i.d. (4 times a-day); and Depakote 250 mg (#90) 1 tab t.i.d. (3 tlmes a day). The chart note for
this visit is cursory and difficult to-decipher.” A ph_ysrcal examination was not performed or
documented and respondent failed to document or obtain vital signs; and did not document past |

medical history, past or 'current alcohol or drug use or abuse. In addition, there was no

: documentation concermng, among other thmgs referrals and/or consuItatlon thh other

.spec1ahsts informed consent regarding the risks of the controlled substances belng used, any

detailed management plan for the patlent'and/ or any documentatlon 1ndlcat1ng drug screenrng,
efforts to monitor comphance and/or measures to ensure patient M.O. was not diverting
controlled substances or taking additional controlled substances _

| 98. On'or about J uly 28,2011, respondent had an office vrs1t With patient M.O. to follow
up with the note for this visit indicating that patient M.O. “was i in County Sheriff” S Central J all on

July 16 — held brieﬂy 12 _hours.”36 The note for the visit contains no spec1ﬁcs as to why patrent _

M.O. had been in jail.. Respondent’ s right groin nodule was noted to be “same”‘ and the patient’s

anal area still 1nﬂamed 7 Respondent recommended an ointment for the 1nﬂammation

Respondent prescrrbed alprazolam (Xanax) 2 mg (#120) Y% or 1 tab q- i.d. (4 times a day) The .

chart note for this visit is cursory and difficult to decipher. A physical exammation was not

'performed or documented (except for follow up and visual 1nspection of patient M. O s rlght

groin nodule and anal area) and respondent failed to document or obtain vital s1gns and did not

document past medlcal history, past or current alcohol or drug use or abuse In addltion, there

‘was no documentatlon concernmg, arhong other things, referr als and/or consultatlon w1th other

specialists, informed consent' regarding.the risks of the controlled substances being used,’ any
detailed rnanagement'plan for the patient and/or any documentation indicating drug screening,
efforts to monitor comphance and/or measures to ensure patient M.O. was not diverting -

controlled substances or taking addrtronal controlled substances

36 On July 17, 2011, respondent faxed a medical release so the San Diego Central J a11

‘Medical Services Unit, could obtain “medical records for [M.O.] in order to meet his needs wh11e

housed at San Diego Central. J ail ”?
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99. . On or about September 20, 2011, respondent had an ofﬁce visit with patient MO =
who complained of pain in the rlght scapula and trapezius (right shoulder and upper back areas)
with the pain listed as 6 out of 10. Respondent prescribed alprazolam (Xanax) 2 mg (#100) % or
1 tab « . id. (4 tires a day) and carrsoprodol (Soma) 3501 mg (#90) 1 tab tid. (three times a day).
There was no specific explanatlon for addmg the Soma and no 1nd1cat10n of whether any other

alternatlves to the Soma were consndered A physical exammatron was not performed or

' documented and respondent farled to document or obtain v1ta1 signs; and did not document past

medrcal history (1nclud1ng, but not 11m1ted to, the status of patient M. 0.’s past grom nodule or
inflamed anal area) past or current alcohol or drug use or abuse. In addition, there was no

documentatlon concermng, among other things, referrals and/or consultatron with other

'specralrsts 1nformed consent regarding the rrsks of the controlled substances bemg used, any
' detatled management plan for the patient and/or any documentatron 1nd1cat1ng drug screenmg,

-efforts to monitor complrance and/c or measures to ensure patrent M O t was not drvertmg

controlled substances or taking addrtlonal controlled substances

100. On or about October 17, 2011, respondent had an office visit with patlent M O. who .

'complcnned of 1ncreased pam in the left shoulder area — “post surgery trauma March 2011” with a

notat1on that the patlent was “to see surgeon soon.” There is no prlor reference to patlent M. O s _

: pr1or surgery Respondent prescr1bed and/or 1ndlcated that the patrent was using alprazolam

(Xanax) 2 mg (#100) Y or 1 tab q.i.d. (4 times a day) and 1ssued anew prescrrptlon of oxycodone
HCL APAP {Percocet) 7.5/325 mg (#40) 1 tab every 4-6 hours as needed for pain. A physical
examination rNas not performed or documented and respondent failed to document or obtain vital
signs; and did not document past medical history, pain lev.el, past or current alcohol or drug use or

abuse. In addition, there was no documentation concerning, among other things, referrals and/or

consultation with other specialists (except for the reference of “to see surgeon soon”j, informed

consent regarding the risks of the controlled substances being used, any detailed management’

37 The chart note for December 23 2010, indicated a “torn rotator cuff” and a chart note
for January 7, 2011, indicated that respondent would prescribe no more Percocet and the patient
would have to see “orthopedtc for refill.” However, after this date, there were no chatt notes
1ndlcat1ng that patrent M.O. had actually undergone any surgery.
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plan for the patient and/Or any doeumentation indicating drug screening, effo‘rts to monitor
compliance and/or measures to ensure patient M.O. was not diverting 'oontrolled substances or
takmg additional controlled substances. | | _
101, On or about November 3, »201'1,.respon—dent ilad an‘ofﬁce visi’r with patient M.O. for.
what appears to be a medication follow-up. The reason for of the. y’isit is not stated in the note for
the visit. Respondent prescribed amphetamine saltsi (Adderall)AZO mg (#90) | tabs ti, d '(wi‘thout
any explanation as to why the Adderall was being restarted after approx1mate1y one year) and -
1ssued a reﬁll for the oxycodone HCL APAP (Percocet) 7. 5/325 mg (#40) 1 tab every 4-6 hours

as needed for pam with another note that pa’uent M. O was “to see ortho surgeon soon.” A

' physical examination was not performed or documented and respondent failed to document or

obtain vital signs; and did not document past medical history, pain level, past or current alcohol
or drug use or abuse. In addition, there was no documentation eoncerning, among .other things,
referrals and/or consultation wi’ih other specialists informed consent regarding the' risks of the

controlled substances bemg used any detailed management plan for the patient and/or any o

documentatlon 1ndlcat1ng drug screening, efforts to momtor comphance and/or measures to

ensure 'patrent M.O. was not diverting controlled substances or taklng_ additional controlled_
substances. |
102. Onor about January 9, 2012, respondent had an office visit with patient M.O. for

follov_v-up. The note indicates that patient M.O. felt “internal.anxie_ty.” Patient M.O’s

| medications ’for this visit were listed as carisoprodol (Soma) 350 mg (#90) 1 tab ti d. (three times

a day); zolpldem tartrate (Ambien) 10 mg (#30) 1 tab a day, and (Xanax) 1 mg (#100) Yaor 1 tab
q.i.d. (4 times a_day) There was no explanation for restartmg the Soma that was last prescribed
by respondent on September 20, 2011. A physical examination was not performed or

documented and respondent failed to document or obtain vital signs; and did not document past

| medical‘history, pain level, past or current alcohol or drug use or abuse:. In addition, there was no

documentation concerning, among other things, referrals and/or consultation with other

3% According to the CURES.report, the prescriptions were all filled on Febniary 16,2012.
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spe01alists, informed consént regarding the risks of the controlled substances being used, any
detailed management plan for the patient and/or any documentatlon 1ndlcat1ng drug screening,

efforts to mo‘nitor complianoe and/or measures to ensure patient M.O. was not drvertmg

controlled substances or taking'additional controlled substances. -

’ 103, During the period of on or about January 10 2012, to on our about May 1, 2012,
patient MO filled prescriptions of alprazolam (Xanax) 1 mg (#100) twioe; cari_soprodol_ (Soma)
3_50 mg (#90) twice; and zolpidem tartrate (Ambien) once during .this period of time.

V 104. On or about May 2,2012, respondent had an office visit with: patlent M.O. for follow
up on anx1ety, stress and sleep problems The note for thls visit mdlcates respondent would |
substltute Valium for Xanax with no reason stated for the substitution. Respondent issued a

prescription for diazepam (Valium) 10 mg (#120) 4 tabs a day and amphetamine salts (Adderall)

20 mg (#90) 1 tabs t.i.d. A physical examination was not performed or docurnented end

respondent failed to document or obtain vital signs; and did not clocument pést m.edical'history,
pain level, past or current alcohol or drug use or abuse.‘ In addition, there was 10 documentation :
concerning, among other. things, referrals and/or consultation with otlner specialists, informecl
consent regarding the risks of the controlled‘ substances being used, any detailed managem'ent

plan for the pa’uent and/or any documentation mdicatlng drug screemng, efforts to monitor

oomphance and/or measures to ensure patient M.O. was not divertmg controlled substances or

takmg add1t1onal controlled substances. |

105, On or about June 26, 2012, respondent had an office visit with patient M.O. in which
he followed up on anxiety and stress. According to the note for this visit, natient M.O. indicated
that he liked Xanax laetter than Valium and his anxiety improved. Respondent prescribed .
amphetarnine salts (Adderall) 20 mg (#60) 1 tabs a.m. and noo_rf; alprazolam (Xanax) 1 rng (#90)
1 tabt.i.d.; flexeril (a muscle relaxant used to treat muscle pain) 10 mg (#90) every 476 hours for
muscle spasms (with no specifics regarding the rnuscle spasms in the note for this visit); and
trazadone (an_antidepressant) 50 mg 1 or 2 tabs a day. A physical examination was not ‘
performed or documented and respondent failed to doeument or obtain vital signs; and did not

document past medical history, pain level, past or current alcohol or drug use or abuse, In
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addition, there was no documentation concerning, among other things, referrals and/or
consultation with other specialists, informed consent regarding the risks of the controlled

substances being used, any detailed management plan for the patient and/or any documentation

| indicating drug screening, efforts to - monitor compliance and/or measures to ensure patient M.O.

was not diverting controlled substances or taking additional controlled substances.
106. During the period of on or about June 27, 2012, to o_ri dur about September 19, 2012,
patient M.O. filled 'prescriptions of alprazolam (Xanax) 1 mg (#100) three times; aniphétamine

salts (Adderall) 20 mg (#60) once; diazepam (Valium) 10 mg (#120) twice (despite the fact that

patient M.O. had indicated_he‘“liked‘Xanax better than Valium”);'oxycoddne HCL APAP
* (Percocet) 7.5/500 mg (#30) once; and zolpidem tartrate (Ambien) 10 mg (#30) once. |

'107. On or about Septeniber '20,'2012_, reéﬁonden’i had a follqv& up office visit with patient
M.O. 'T}ie note for this visii iiidicates, among othei‘_things, that ﬁatierit.M.O. was having
increeised anxiety anci not sleeping. Respondent refilled prescriptions for. amphefamine salts
(Aadéfall)' 20 mg (#60) 1 tabs é.m. and noon; alprazolam (Xanax) 1 mg (#90) 1 ‘taB t.i.d.; and

Lunef_sta3,9 (eszopiclone),‘Zl mg (#60) 1 or 2 tabs a day as-needed for sleep. The note for this visit is

-cursory é_nd difficult to decipher. A physical examination was not performed or documented zind.‘

respondent failed to document or obtain vital signs; and did not document past medical history,

pain level, past or current alcohol or drug use or abuse. In additioh, there was no documentation

. concerning, among other things, referrals and/or consultation with other specialists, informed

consent regé.rding the risks of the controlled substances bei_ng used, any detailed management
plan for the patient and/or any documentation indicating drug screening, efforts to monitor

compliance and/or measures to ensure patient M.O. was not diverting contiolled substances or

taking additioné.l controlled substances.

108. On or about November 9, 2012, respondent had an office visit with patient M.O. The

-note for this visit indicates “ﬁriishing court ordered public service” (with no additional details of

- % Lunesta, a sedative, is a brand name for eszopiclone, a Schedule IV controlled

“substance pursuant to Health and Safety Code section 11057, subdivision (d), and a dangerous

drug pursuant to Business and Professions Code section 4022. When properly prescribed and
indicated, it is used to treat insomnia.
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what led to the court ordered public 'service) and not sleeping with Ambien and will'try )
Temazepam 30 mg (#30). Respondent refilled prescriptions for alprazolam (Xanax) 2 r_ng (#90);
(Adderall) 20 mg (#90) (with no indication of why he was increasing from 60 to 90 tablets); and

carisoprodol (Sema) 350 mg (#120) 1 tab 4 times a day (with no indication of why the Soma was

 being prescribed). The note for this visit is cursory. A physical examination was not performed

or documented and respondent failed to document or obtain vital signs; and did not document past
medical history, pain level, past or current alcohol or drug use or abuse. In addition, there was no

documentation coneerning, among other thrngs referrals and/or consultation with other

.spe01a11sts informed consent regardmg the risks of the controlled substances bemg used any

detailed management plan for the patient and/or any documentation indicating drug screening,
efforts to monitor comphance and/or measures o ensure rcspondent was not dtvertmg controlled
substances or taking addmonal controlled substances. This was _the last office visit that
respondent had with: patrent M.O." CRE .

109. 'During the period of on or about November 10, 201 2, to on or about August 23, 2013,
approximately nine and one-half rnonths,- respondent contlnued to prescr1be various controlled
substances that were filled by patient M.O. over this period*of time without any office tlisits or
phone consults and little, if any, medical documentation. Specifically, during this period of time,-
patient M.O. filled ten prescriptions for alprazolam (Xanax) 2 mg (8_ for #90 and 2 for #100); nine
prescriptions of amphet'amine salts (Adderallj 20 mg (#90); ten prescrlptions of car.isoprodol A |
(Soma) 350 mg ‘(#120),; eight prescriptions of diazepam (4Valium). 10 mg (#60) beginning' on
January 15,2013; one prescription of hydrocodone APAP 7.5/325 mg (#20); temazepam 30 mg

(#30) on November 12, 2012; and eight p1‘escriptions of zolpidem tartrate (Ambien) 10 mg (seven

 for #30 and one for #60) Durlng this perrod of time, there were no ofhce visits, 1nadequate

documentatlon physical examlnatxons were not: performed or documented and respondent falled

to document or obtain vital signs; and there was no documentation of any past medical history,

40 Respondent indicated in his physrctan interview that September 20, 2012, was his last
office visit with patient M.O. However, his note for November 9, 2012, indicates “OV” which
was respondent’s abbreviation for an office visit. .
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pain level, past or current alcohol or drug use or abuse, referrals and/or consultation with other
specialists, objective testing performed,‘ lab tests run, infformed consent regarding the risks of the
controlled substances being prescribed and used, any detailed management plan for the p‘.atient

. . : . ‘

and/or any documentation indicating drug screening, efforts to monitor compliance and/or

measures to ensure patient M.O. was not diverting controlled substances or taklng additional

controlled substances

- 110. Respondent committed gross negligence in his care and treatment of patient M. O
which 1ncluded but was not limited to, the followmg
(@ Respondent repeatedly prescribed narcotics and controlled substances
to patient M 0. Wlth’out obtainmg an adequate-history and without pertormmg
approprrate physrcal examinations mcludmg, but not limited to, obtaining a -
g detailed history in regard to physical and/or mental health, consrstently obtaining
vital signs and pain scales, rev1ew1ng and verifymg pI‘lOI‘ medical treatment
" conducting a more thorough review of symptoms and/or more accurately assessmg |
“the patrent’s actual condition obtarmng 1mag1ng and/or other objective testing,
and, thus, repeatedly prescnbed narcotlcs and controlled substances to patient
M.O. w1thout adequate Justlﬁcatlon
(b) Respondent repeatedly prescribed narcotics and controlled substances :
to patient M.O. without adequate mo_nitormg and without discussing and/or clearly-
documenting an adequate treatrnent plan and/or functional go'als .Witl’l stated
obj ectiyes for the patient’s care and treatment in regard to the narcotics and
controlled substances that were prescribed | |
- (©) Respondent repeatedly prescr1bed narcotics and controlled substances
to patient M.O. without adequate informed consent of the various risks associated

with the narcotics and controlled substances that were being prescribed and the

possibility of alternative non-narcotic therapies;
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(D Respondent repeatedly prescribed narcotics and controlled substances
to patient M.O. Without seeking appropriate consultation from, or referring the
patient to, the appropriate medical specialist-or specialists; -

(e Respondent re.p'eatedly prescribed narcotics and controlled substances ,
to patient M.O. without reviewing CURES Without utillizing urine dfug screens,
“without consultmg with and/or obtammg records from prior treating phys1clans
| and/or other risk screening tools;

® Respondent repeatedly prescribed narcotics and controlled substances

- to Jpatient M.O. despite lndications of abuse and/or addition to the narcotics and
controlled substances that were being prescribed; : |

(g) Respondent repeatedly prescribed narcotics and controlled substances' _

L .to patient M.O. which exceeded the generally accepted maximum daily dosages for
Aamphetarnme salts (Adderall) wh1ch increased the rlsk of harm to patient MO.;

(h) Respondent failed to adequately address respondent’s elevated blood
pressnre; and |

(i)  Respondent failed to maintain adequate'and accurate records in regard.'
to his care and treatment of patient M.O. The records laclced adequate detail and

' speciﬁcity-an:d were often illegible and/or difﬁcult to decipher
SECOND CAUSE FOR DISCIPLINE

(Repeated Neollgent Acts) _

111, Respondent is further subject to d1sc1pl1nary action under sections 2227 and 2234, as
defined by sect1on 2234, subdivision (c), of the Code, in that he committed repeated negligent
acts in her care and treatment of patients VC.D., W:B., CB and M.O., as r‘nore particularly alleged
in paragraphs 16 thro.ugh'l 10, above, which are hereby 'incorporated by reference and realleged as|’
if fully .set forth herein. The repeated negligent acts includ, butare not lixnited to the following:
/A | | |
.

1111
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PATIENT C.D.

(2) Respondent repe'ate_dly prescribed narcotics and controlled substances,
to patient C.D. withciut optaining an adequate history artd without performing
appropriate physical examinations including, but not llmited"to, obtaining a
detailed history in regard to physical and/or mental health, eonsistently obtainingf
vital signs, reviewing and venfymg prior medical treatment, conducting a more
thorough review of symptoms and/or more accurately assessing the patient’s actual

ond1t1on obtammg imaging or other objective testmg, and, thus, repeatedly

prescribed narcotics and controlled substances to pat1ent C D w1thout adequate

‘ justification;

(b) Respondent repeatedly prescribed 1 nafcot'ics and .controlled substances

' to patient C D. without adequate momtormg and without discussing and/or clearly

documentmg an adequate treatment plan and/or functmnal goals with stated
ob_] ectives for the patient’s care,

() Respondent repeatedly pfescribed' nal‘cotics_and controlled substa_nces :
to ‘patient C.D. without adequate lnformed ‘consent' of the Various risks associated
with the narcotics and controlled substances that were being prescribed and the -
possibility of alternative noh—rtareotic therapies; | o |

(d) Respondent repeatedly prescribed narcotics'and‘controll_e'd sul)stances

v' to patient C.D. without seeking appropriate consultation from, or referring the

. patient to; the appropriate medical spe‘cialist, or specialists;

(e) Respondent repeatedly prescribed narcotics and controlled subs_tar'lces'
to'.patient C.D. withoﬁt reviewing CURES, without utilizirtg urine-drug screens, .
without copsulting With and/or obtaining records from prior treatiné physicians
and/or other risk screemng tools;

® Respondent repeatedly prescmbed narcotics and controlled substances
to patient C.D. despite indications of addiction, without close consultation with an -
addiction medicine specialist; |
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(g) | Respondent repeatedly prescribed narcotics and controlled substahceS

to patlent C.D. which exceeded generally accepted maximum daﬂy dosages for

alprazolam (Xanax) and acetamrnophen which mcreased the risk of harm to patlent .
cp. | : .

(h), .Respond'ent failed to _properly -evaluate and manage patient C.D.’s
alleged 'anxiety,' attention deficit and hyperaetivi'ty disorder (ADHD) and chronic -
pain; and | - | |

@ Respendent failed to maintain adequate and accurate records in regard

to his care and treatment of patient C.D. The records lacked adequate detall and

‘specificity and were often illegible and/or dlfﬁcult to decrpher
PATIENT W.B, o |

(a) Respondent repeatedly prescribed narcotlcs and controlled substances

. to pat1ent W B. without obtaining an adequate h1story and w1thout perforrmng
: approprlate physical examinations 1nclud1ng, but not limited to, obtalnmg a

~ detailed history in regard to physwal and/or mental health consrstently obtaining

vital signs, revrewmg and verlfymg prior med1ca1 treatment conductmg a more

' thorough I'CY_IGW of symptoms and/or more accurately assessing the patient’s actual

~ condition, obtaining imaging or other objective testing, and, thus, repeatedly

prescribed narcotics and controlled substances to patient W.B. without adequate
justification;
(b) Respondent repeatedly prescribed narcotics and centrelled substances

to patient W.B. without adequate monitoring and without discussing and/or clearly

~ documenting an adequate treatment plan and/or functional goals with stated

objectives for the patient’s care 'and treatment in regard to the narcotics and
eontrolled substances that _were prescribed;

| (c) Respondent repeatedly prescribed narcotics and controlled substances
to patient W.B, Without adequate informed: coneent of the various risks associated

with the narcotics and controlled substances that were being prescribed and the -
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possibility of alternative non-narcotic therapies;

- (d) Respondent repeatedly prescribed narcotics and centrolled substances -

~ to patient W.B. without seeking -appropriate consultation from, or referring the

patient to, the appropriate medical specialist or specialists;

(e) . RespOndent repeatedly prescribed narcotics -andcontrolled substances
to patient W.B. without reviewing CURES, without utilizing urine drug screens
w1thout consulting with and/or obtalmng records from prror treatmg physicians
and/or other risk screening tools; |

~(f)  Respondent repeatedly prescr1bed narcotics and controlled substances
to pa’uent W.B. desprte indications of addiction and ignored the ﬁndmgs of the
pam management consultant of February 24 2011, |

(g) - Respondent repeatedly prescribed narcotics and controlled substances

. to patient W.B; which exceeded the generally accepted maximum daily dosages for .

opioids which increased the rlsk of harm to patient W. B ;

(h) Respondent falled to properly evaluate and manage patient W. B.s
alleged chronic pain and elevated blood pressure; and |

(1) Respondent failed to maintain adequ_ate and acciirate records in regard’ |
to his care and treatment of patient W.B. The records lacked adetiuate' detail and

speciﬁcity and were often illegible and/or difficult to decipher.

' PATIENT C B.

(@) Respondent repeatedly prescribed narcotics and controlled substances,

_to patient C.B. without obtaining an adequate history and without performing

appropriate physical examinations including, but not lirnited 1o, obtaining a
/detailed history in regard to physical and/or mental health, consistently obtaining
vital signs and pain scales, reviewing and verifying prior rnedical treatment,
conducting a more thorough review of symptoms and/or more accurately assessing

the patient’s actual condition, obtaining imaging and/or other objective testing,

and, thus, repeatedly prescribed narcotics and contrelled substances to patient C.B.
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without adequate justification;
(b) Respondent 1'epeatedly"prescribed narcotics and controlled substances
to patient C.B. without adequate monitoring and without discussing and/or clearly

documenting an adequate treatment plan and/or ﬁmctional goals with stated

~obj ectives for the patlent’s care and treatment in regard to the narcotics and

controlled substances that were prescrlbed
(c) Respondent repeatedly prescrlbed narcotics and controlled ‘substances

to patient C.B. without adequate 1nforrned consent of the various rlsks associated -

" with the narcotlcs and controlled substances that were being prescrtbed and the

- possibility of alternative non- -narcotic therap1es

(d) Respondent repeatedly prescribed narcotics and controlled substances
to patient CB without seeking appropriate consultati’on from, or referring the
patlent to, the appropriate medical spec1ahst or spec1al1sts |

- () Respondent repeatedly prescribed narcot1cs and controlled substances

to patlent C.B. without rev1ewmg CURES, without utlhzmg urine drug screens,

* without consultmg w1th and/or obtamlng records from prlor treatmg physxc1ans

and/ or other risk screenmg tools; ‘

o Respondent repeatedly pres_cribed narcotics and controlled substances
to patient C.B. despite indications of abuse and/or addition to the narcotics and
controlled substances that were being prescribed; |

(2) Respondent repeatedly prescribed narcotics and controlled substances

to 'patlent C.B. which exceeded the generally accepted maxirnurn daily dosages for

‘opioids which increased the risk of harm to patient C.B.;

(h) Respondent failed to properly evaluate and manage patient C.B.’s

- alleged chronic pain and elevated blood pressure; and -

(i) Respondent failed to maintain adequate and accurate records in regard -
to his care and treatment of patient C.B. The records lacked adequate detail ard

specificity and were often illegible and/or difficult to decipher. N
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PATIENT M.O.

.(a) Respondent repeatedly prescr1bed narcotics and controlled substances

to pat1ent M. O without obtaining an adequate history and Wlthout performmg

~ appropriate physical examinations including, but not limited to, obtaining a

detailed history in regard to physical and/or mental health, consistently obtaining

vital signs and pain scales, reviewing and verifying prior medical treatment,

~ conducting a more thorough review of symptoms and/or more accurately assessing

the patient’s actual condition, obtaining imaging and/or other objective'testi_ng-,.
and, thus, repeatedly,prescribed narcotics and controlled substances to pat_i_ent.
M.O. without adequate justification; |
(b) . Respondent reoeatedly preséribed narcotic's and controlled substances
to patient M.O. without adequate monitoring and without discussing and/or clearly .

docurnenting an adequate treatment plan and/or functional goals with stated

' 'objecthes for the patient"s care and treatment in regard to the narcotics and

) ~ controlled substances that were prescribed;

_ v("c) Respondent repeatedly prescrtbed narcotics and- controlled substances
to pat1ent M.O. w1thout adequate 1nformed consent of the various rrsks assocrated

with the narcotics and controlled substances that were being prescrlbed anid the

possibility of alternatrvenon-narcotlc therapies;

(d) Respondent repeatedly prescribed narcotics and controlledsub'Stances
to patient MO without seeklng appropriate consultation from, or referring the
patient to, the'appropriate medical specialist or specialists; |

~(e) Respondent repeatedly prescribecl narcotics and controlled substances

to patient M.O. without reviewing CURES, without utilizing urine drug screens,

* without consulting with and/or obtaining records from prior treating physicians |

1117

and/or other risk screening tools;

1
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| (t) ~ Respondent repeatedly prescribed narcotics and controlled substances
to patient M O. despite indications of abuse and/or add1t1on to the narcotlcs and
controlled substances that were being prescr1bed |
(g) Respondent repeatedly prescribed narcotics and controlled substances
to patient M.O. which exceeded the generally accepted maximum daily dosages for
amphetamine salts (Adderall) Which increased the.risk of harm to patient M.O.;
| (h) Respondent lfailed. to adeduately address respondent’s elevated blood
'pressure and 4 ' o
'(i) Respondent falled to mamtam adequate and accurate records in regard
. to his care and treatrnent of-patient M.O. The records lacked adequate detail and
speclﬁmty and were often 1lleg1b1e and/or difficult to dec1pher |

THIRD CAUSE FOR DISCIPLINE

' (Incompetence) _

112. Respondent is further subJ ect to drsclplmary act1on under sections 2227 and 2234 as :
defined by section 2234, subd1v1s10n (d), of the Code, in that he has demonstratedmcompetence
in'the care and treatrnent of patient C D., W.B. '~'C B. and M.O., as more parti(:ularly alleged in .'

paragraphs 16 through 111 above which are hereby 1ncorporated by reference and realleged asif |

| fully set forth herein.

FOURTH CAUSE FOR DISCIPLINE

(Furmshmg Dangerous Drugs Without Conductmg an Approprlate Prlor Exammatlon and '
Medical Indication)

113 Respondent is turther subJect to dlsmplmary action under sections 2227 and 2234, as

'deﬁned by section 2242, of the Code, in that Respondent prescrlbed dangerous drugs to C D.,

W.B., C.B.and M.O,, without an appropnate pI‘lOI‘ exammatlon and medical indication, as more
partlcularly alleged in paragraphs 16 through 111, above which are hereby mcorporated by
reference and realleged as if fully set forth herein.

117,

1111
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FIFTH CAUSE FOR DISCIPLINE

(Repeated Acts of Clearly Excesslve'Prescriblng) |
114. Respondent is further Slej ect to .disciplinary action under sections 2227'and 2234, as
defined by section 725, of the Code, in that he has committed repeated acts of clearly excessive
prescribing drugs or treatment to patients. C.D., W.B,, C.B. and M.O., as determined by the
standard of the community of physi_cians, as ;more parti'cular.ly alleged in paragraphs 16 through
111, above, which are hereby incorporated by re_ference and realleged as if ful_ly set -forth 'herein;

SIXTH CAUSE FOR DISCIPLINE '

(Furmshmg Drugs To Addict)

115. Respondent is further subject to disciplinary actlon under sections 2227 and 2234, as -

“defined bysectlon 2241 of the Code in that’ respondent prescribed controlled substances and

dangerous drugs to patlents CD., WB., CB. and M o, whom he knew or reasonably should
have known was an addict and/or was us1ng or would be using the controlled substances and
dangerous drugs for a nonrnedlcal purpose, as more parttcularly alleged in paragraphs 16 through 8
l 1 l above whrch are hereby 1ncorporated by reference and realleged as 1f fully set forth herein.

SEVENTH CAUSE FOR DISCIPLINE

(Failure to Malntam'Adequate and Accurate Medical Record)
- 116. Respondent is further subject to disciplinary action under sections 2227 and 2234, as
defined by section 2266, of the Code; in that he failed to maintain adequate and accurate records |

in her care and treatment of patients C.D., W.B.,C.B. and M. 0., as more‘particularly allegedin " |

paragraphs 16 through 111, above which are hereby mcorporated by reference and realleged as if

fully set forth herem
EIGHTH CAUSE FOR DISCIPLINE

(Violation of Statntes Regulating Dangerous Drugs and Controlled Substances)

117, Respondent is further subject to d1s01phnary action under sections 2227 and 2234 as
deﬁned by sectton 2238 of the Code, in that respondent violated the pertinent regulatlons
pertaining to proper methadone prescribing, includmg, but not limited. to, 21 C.F.R. 1306.07,

‘which prohibited him from prescribing methadone to patient W.B. to treat his history of heroin
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- addiction unless he was an ~approve‘d narootic treatment' provider, as more particularly alleged in

paragraphs 38 through 71, and 111, above, which are hereby mcorporated by reference and
realleged as 1f fully set forth herein: '

NINTH CAUSE FOR DISCIPLINE

(Practicing'Under False or Flctltlo‘us Name Without Fictitious Name Permit) -

1 18 Respondent is further subJect to disciplinary action under sections 2227 and 2234, as

-defined by sectlon 2285 2286, 2400 2406 and 2413, of the Code, in that respondent practlced

medicine under a fictitious name w1thout a ﬁct1ttous name permit issued by the licensing agency.

-119. At all times relevant to the charges and allegations in this Accusation, respondent

A practiced 'mediCine through his medical clinic which was named “Health and Longevity Institute” |

located in San Marcos, Cahforma

. 120. Onor about May 12, 2016, the Medical Board of California conﬁrmed that

respondent had not been issued aF ictitious Name Permit for “Health and Long’ev1ty Institute.”

DISCIPLINARY CONSIDERATIONS

| 121 To determme the degree of discipline, if any, to be imposed on respondent
complamant alleges that a F1rst Amended Accusatron was filed agamst respondent on or about :
November 29, 2007 ina prlor d1sc1p11nary action entitled In the Matter of the Accusatzon agaznst:
Gary James Shima, M.D., Medlcal Board of Cahforrna Case No. 10-2006-172800, The
aforementioned First Amended Accusation alleged that respondent engaged in unprofessional
conduct when violated laws by adrnmrstermg ‘oral Phytokem B17” also known as Laetrlle toa
patlent with metastatic melanoma, who had purchased the Laetnle in Mex1co On August 15,
2008 respondent's medrcal license was revoked, the revocation was stayed and respondent was
placed on probatlon for two and one-half (2 5) years probation, on various terms and conditions,
1nclud1ng successful completlon of an ethics course, successful completron of a clinical trammg
program, and the other standard terms and cond1t1ons of probation. That decision is now final and
is incorporated by reference as if fully set forth herein.
1111 |
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PRAYER

- WHEREFORE, Complainant requests that a hearing be held on the matters herein alleged,

“and that followmg the hearmg, the Medical Board of California issue a decision:

1. Revoking or suspending Physician’s and Surgeon’s Certificate Number G1 4742,
issued to réspondent Gary James Shima, M.D.;

S Revoking, suspending or denying approvalb of Gary Shima, M.D.’s authority to

supervise physwlan assistants, pursuant to section 3527 of the Code;

' _3._ Ordering Gary James Shlma M.D., if placed on proba‘uon to pay the Board the costs‘
of probation monitoring; and
4.  Taking such other and further action as deefned necéssary and propet.

DATED: June 23, 2Q16

"KIMBERLY K. ]RC’HMEYER /
‘Executive Director ,
Medical Board of California
Department of Consumer Affairs
State of California

Complainant

SD2014707565

81378681.docx .
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